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Abstract  of  Dissertation  Presented  to  the  Graduate  School 
of  the  University  of  Florida  in  Partial  Fulfillment  of  the 
Requirements  for  the  Degree  of  Doctor  of  Philosophy 

GENDER  DIFFERENCES  IN  CLINICIAN  PREDICTIONS  OF  WORKING 
ALLIANCE  WITH  BORDERLINE  PERSONALITY  DISORDERED  AND 
POSTTRAUMATIC  STRESS  DISORDERED  CLIENTS 

By 

Patricia  D.  Calvert 
August,  1996 

Chairman:  Dorothy  D.  Nevill,  Ph.D. 

Major  Department:  Psychology 

A mail  survey  of  218  Florida  psychologists  investigated 

differences  in  predictions  of  working  alliance  with  male  and 

female  clients  who  were  labeled  either  borderline  personality 

disordered  (BPD)  or  posttraumatic  stress  disordered  (PTSD) . 

Participants  were  79  females  and  107  males,  with  an  average 

age  of  48.5  years  and  16.5  years  of  professional  experience. 

Participants  were  asked  to  read  identical  case  descriptions 

and  predict  working  alliance  using  a subscale  of  the  Working 

Alliance  Inventory  (WAI)  and  an  8-item  Countertransference 

Scale  (CTF ) written  by  the  researcher  and  tested  for  adequate 

internal  reliability  and  convergent  validity.  The  case 

descriptions  included  criteria  to  justify  both  a BPD  and  a 

PTSD  diagnosis.  The  cases  were  presented  in  one  of  four 

ways:  Female  BPD,  Male  BPD,  Female  PTSD,  and  Male  PTSD. 
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The  hypothesis  that  clinicians  will  have  more  negative 
working  alliance  (WA)  predictions  and  countertransference 
issues  (CTF)  with  BPD  conditions,  even  when  descriptions  of 
BPD  and  PTSD  clients  are  identical,  was  supported.  The 
hypothesis  that  clinicians  will  have  more  negative 
predictions  for  the  female  BPD  client  than  for  any  of  the 
other  three  conditions  was  only  partially  supported.  Results 
show  that,  overall,  clinicians  have  more  negative  CTF 
predictions  for  female  BPDs  but  do  not  have  more  negative  WA 
predictions.  However,  analysis  of  WA  using  a three-way  ANOVA 
revealed  a significant  Diagnosis  X Gender  of  Client  X Gender 
of  Participant  interaction;  simple  effects  tests  and  further 
analyses  indicated  that  female  clinicians  had  less  positive 
predictions  for  female  BPDs  than  any  other  condition,  whereas 
male  clinicians  had  less  positive  predictions  for  male  BPDs 
than  any  other  condition.  An  additional  gender-specific 
correlation  indicated  that  older  male  clinicians  tend  to  feel 
more  positively  toward  BPD  clients  than  younger  male 
clinicians,  and  older  female  clinicians  tend  to  feel  more 
positively  toward  PTSD  clients  than  younger  female 
clinicians.  Finally,  participants  rated  the  utility  of  the 
PTSD  diagnosis  significantly  higher  than  the  utility  of  the 
BPD  diagnosis. 
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CHAPTER  1 
INTRODUCTION 

The  challenge  of  appropriate  diagnosis  of  Borderline 
Personality  Disorder  (BPD)  is  well  documented  in  clinical 
literature  (Grinker  & Werble,  1977;  Gunderson  & Singer,  1975; 
Mack,  1975;  Reiser  & Levenson,  1984;  Shapiro,  1978) . 

Although  the  BPD  diagnosis  is  based  upon  criteria  listed  in 
the  DSM-III-R  (APA,  1987)  and  DSM-IV  (APA,  1994),  these 
criteria  have  been  criticized  as  vague,  ambiguous,  and 
overlapping  with  other  personality  disorders  such  as  self- 
defeating,  histrionic,  narcissistic,  and  paranoid  (Chessick, 
1993;  Frances  & Widiger,  1987;  Gunderson  & Phillips,  1991; 
Kroll,  1988;  Widiger,  Frances,  Spitzer,  & Williams,  1988). 
Many  clinicians  who  conceptualize  patients  according  to 
psychoanalytic  theory  also  criticize  the  DSM  criteria  for  BPD 
as  inadequate  in  assessing  the  disorder  in  individuals  who 
may  not  fit  neatly  into  categories  but  nonetheless  suffer 
from  a debilitating  failure  to  regulate  the  emotional  aspects 
of  interpersonal  relationships  (Chessick,  1983,  1993). 

Because  the  BPD  diagnosis,  by  definition,  implies 
difficulty  in  maintaining  relationships,  the 
psychotherapeutic  treatment  of  borderline  patients  is 


1 


2 


characterized  by  a variety  of  "difficult"  patient  behaviors 
(Bongar,  Markey,  & Peterson,  1991;  Silver,  1983;  Wong,  1983). 
According  to  clinical  case  studies  (Gabbard,  1991;  Gutheil, 
1989;  Reiser  & Levenson,  1984),  borderline  patients  are 
likely  to  attempt  to  manipulate  their  therapists.  These 
patients  vacillate  between  idealizing  and  denigrating  their 
therapists.  These  patients  will  likely  respond  to 
frustration  in  therapy  with  inappropriate  anger,  seduction, 
suicidal  ideation  and  threatened  or  attempted  suicide,  and 
self-destructive  behavior  (Bongar  et  al . , 1991;  Greene, 
Rosenkrantz,  & Muth,  1986;  Masterson,  1990;  Schaffer,  1990; 
Shapiro,  1978) . 

The  borderline  individual's  acting  out  behavior  often 
elicits  emotional  responses  from  the  therapist,  ranging  from 
chagrin,  to  grudging  compliance  with  unreasonable  demands,  to 
dread  and  even  outright  hatred  (Nadelson,  1977;  Reiser  & 
Levenson,  1984) . Borderline  patients  are  described  by  some 
clinicians  as  difficult,  tiresome,  dangerous,  and  crazy 
(Bongar  et  al . , 1991).  Because  borderline  individuals  are 
often  uncannily  adept  at  manipulation,  their  therapists  may 
be  more  likely  to  engage  in  anti-therapeutic  or  inappropriate 
behaviors  with  them,  including  unethical  extra- therapy 
contact  and  even  sexual  contact  (Gutheil,  1985,  1989). 

The  BPD  diagnosis  is  often  interpreted  as  pejorative 
(Reiser  & Levenson,  1984) , and  the  implication  of  the 
diagnosis  for  treatment  is  one  of  long-term  (or  prematurely 
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terminated)  psychotherapy  with  a difficult  or  dreaded  patient 
(Bongar  et  al . , 1991) . It  has  been  suggested  that  the  BPD 
diagnosis  is  in  danger  of  overuse  by  clinicians  because  of 
its  vagueness  (Frances  Sc  Widiger,  1987).  The  fact  that  the 
borderline  diagnosis  is  more  often  applied  to  women  than  to 
men  makes  the  accuracy  and  utility  of  the  diagnosis  an  issue 
of  potential  sex  bias  as  well  as  an  issue  of  clinical 
usefulness  (Becker  & Lamb,  1994)  . 

Several  studies  have  researched  sex  bias  in  the 
diagnosis  of  personality  disorders.  Results  have  indicated 
that  antisocial  personality  disorder  is  a diagnosis  more 
frequently  applied  to  men  than  to  women  when  symptomatology 
is  identical  (Fernback,  Winstead,  & Derlega,  1989;  Ford  Sc 
Widiger,  1989;  Warner,  1978).  Research  also  indicates  that  a 
diagnosis  of  histrionic  personality  disorder  is  more  often 
applied  to  women  than  to  men  (Ford  Sc  Widiger,  1989;  Hamilton, 
Rothbart,  & Dawes,  1986;  Warner,  1978) . A recent  study  by 
Becker  and  Lamb  (1994)  showed  that  the  borderline  personality 
disorder  is  more  often  applied  to  women  than  to  men  when 
symptomatology  is  identical. 

The  fact  that  women  are  overrepresented  in  the 
population  of  identified  borderline  patients  (Akhtar,  Byrne, 

Sc  Doghramji,  1986;  Castaneda  Sc  Franco,  1985;  Frances  Sc 
Widiger,  1987;  Gilbertson,  McGraw,  Sc  Brown,  1986;  Henry  Sc 
Cohen,  1983  ; Kirshner  Sc  Johnston,  1983  ; Sheehy,  Goldsmith,  Sc 
Charles,  1980),  as  well  as  the  derogatory  connotation  of  the 


label  and  the  ambiguity  of  the  diagnostic  criteria,  have 
fueled  a recent  debate  about  whether  women  who  suffer  from 
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the  general  "borderline"  symptomatology  might  be  better 
served  by  an  alternative  diagnosis.  Several  clinicians  who 
specialize  in  treatment  of  trauma  and  sexual  abuse  recovery 
have  suggested  that  many  "borderline"  women  (and  men)  are 
suffering  from  a prolonged  Posttraumatic  Stress  Disorder 
( PTSD)  (Carmen,  Rieker,  & Mills,  1984;  Courtois,  1988; 

Herman,  1992;  Rieker  & Carmen,  1986). 

The  theoretical  link  between  BPD  and  PTSD  is  based  upon 
several  similarities  in  the  clinical  presentation  of  patients 
who  are  diagnosed  with  these  two  disorders  (Courtois,  1988; 
Herman,  Russell,  & Trocki,  1986;  Scurf ield,  1985) . The  link 
between  these  disorders  is  based  upon  the  following  arguments 
(Earl,  1991;  Lonie,  1993;  Watson,  1989):  (a)  The  high 

incidence  of  historical  sexual  abuse  in  BPD  patients  (Nigg  et 
al.,  1991;  Pine,  1986)  is  likened  to  the  necessary  exposure 
to  a traumatic  event  which  is  essential  to  the  PTSD 
diagnosis;  (b)  the  symptoms  of  increased  arousal  that 
characterize  the  PTSD  diagnosis  is  compared  to  the  affective 
instability  and  intense  anger  of  the  borderline;  (c)  the  re- 
experiencing phenomena  observed  in  response  to  obvious  cues 
in  the  PTSD  patient  is  likened  to  the  pervasive  emotional 
reactivity  of  the  BPD  patient  in  response  to  cues  that  are 
less  obvious,  theoretically  because  the  precipitating  trauma 
is  less  available  to  conscious  awareness;  and  (d)  the 
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persistent  avoidance  and  numbing  of  the  PTSD  patient  is 
likened  to  the  BPD's  characteristic  dissociative  defenses  and 
avoidance  of  intimate  relationships,  theoretically  stimulated 
by  the  typical  post-traumatic  response  of  avoiding  reminders 
of  the  initial  trauma.  In  the  borderline's  case, 
relationship  is  equated  with  trauma;  therefore,  relationship 
is  to  be  avoided  (Thorpe,  1993). 

The  debate  regarding  the  similarity  between  PTSD  and  BPD 
is  fueled  by  the  assumption  that  the  borderline  diagnosis 
sets  up  a negative  expectation,  or  schema  (Scott,  1990) , in 
the  mind  of  the  clinician  that  psychotherapy  with  the  BPD 
patient  will  be  difficult  and  likely  to  fail  (Carmen  et  al . , 
1984;  Courtois,  1988;  Herman,  1992).  The  impact  of  clinician 
expectancies  on  the  therapy  relationship  has  been  the  subject 
of  studies  which  indicate  that  clinicians  exhibit  a 
confirmatory  bias  in  hypothesis  testing  (Haverkamp,  1993; 
Strohmer,  Shivy,  & Chiodo,  1990).  In  other  words,  clinicians 
will  interact  with  a client,  or  elicit  information  from  a 
client,  that  tends  to  confirm  initial  hypotheses  about  that 
client.  It  is  generally  accepted  that  diagnostic  categories 
set  up  clinician  schemas  for  guiding  treatment  strategies 
(Morrow  & Deidan,  1992);  indeed,  one  purpose  of  diagnosis  is 
to  provide  a set  of  hypotheses  to  be  tested  in  therapy 
(Reiser  & Levenson,  1984) . 

Ideally,  the  experienced  clinician  will  test  and  revise 
hypotheses  as  therapy  progresses.  However,  the  borderline 
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diagnosis  may  preclude  the  vigilant  testing  of  clinician 
hypotheses  and  the  appropriate  management  of  the  therapeutic 
relationship  (Reiser  & Levenson,  1984) . In  addition  to  the 
derogatory  connotations  outlined  above,  the  borderline 
diagnosis  has  been  used  by  clinicians  to  explain  or  excuse 
failed  psychotherapeutic  technique.  Clinician  response  to 
patient  resistance,  acting  out,  or  valid  indignation  in  the 
course  of  treatment  has  been  explained  away  as  "typical 
borderline"  behaviors.  The  borderline  diagnosis  has  also 
been  used  as  a mask  for  clinician  countertransference;  the 
clinician  who  feels  intense  dislike  for  her  patient  may  be 
less  likely  to  explore  her  own  personal  issues  in  supervision 
than  to  write  off  the  patient's  characteristic  borderline 
tendencies  to  engage  the  therapist  in  negative  interaction. 

The  diagnosis  of  PTSD  carries  less  negative  connotations 
for  the  clinician  and  sets  up  an  expectation  for  manageable, 
though  often  prolonged,  treatment  (Becker  & Lamb,  1994; 
Herman,  1992;  Rieker  & Carmen,  1986) . There  is  a growing 
consensus  in  the  literature  that  the  most  effective  treatment 
for  trauma  recovery  involves  (a)  the  establishment  of  a safe 
therapeutic  environment,  (b)  the  retelling  of  the  trauma, 

(c)  the  regulation  of  affect  associated  with  the  retelling, 
and  (d)  an  integration  of  the  meaning  of  the  trauma  into  the 
patient's  world  view  (Earl,  1991;  Herman,  1992;  McCann  & 
Pearlman,  1990;  Walker,  1991).  Discussions  of 
countertransference  or  clinician  responses  to  traumatized 


7 


patients  encourages  clinician  responsibility  for  obtaining 
the  necessary  personal  and  professional  support  to  withstand 
the  emotional  impact  of  witnessing  the  reexperiencing  of 
intense  fear,  horror,  or  gross  injustice  (Courtois,  1993; 
Friedman,  1993;  Lehmann,  1993;  McCann  & Pearlman,  1990; 

Ruzek,  1993;  Yassen,  1993).  The  clinician's  empathic 
response  to  the  PTSD  patient  is  more  readily  engendered  when 
the  focus  of  therapy  is  on  the  patient's  developmental 
response  to  trauma,  an  event  outside  of  the  patient,  than  on 
the  shortcomings  inherent  in  the  patient's  personality,  as 
may  be  the  case  with  the  patient  who  is  diagnosed  as  BPD 
(Becker  & Lamb,  1994;  Haaken  & Schlaps,  1991). 

The  psychotherapeutic  treatment  of  both  PTSD  and  BPD,  as 
well  as  any  disorder,  hinges  on  the  maintenance  of  an 
effective  therapeutic  relationship  between  therapist  and 
patient  (Masterson,  1990;  Schaffer,  1990).  Although 
clinicians  who  operate  from  a variety  of  theoretical 
orientations  differ  in  their  opinions  as  to  the  pivotal 
function  of  the  therapeutic  relationship,  there  is  consensus 
that  this  relationship,  or  working  alliance,  is  important  in 
effecting  patient  change  (Frank  & Gunderson,  1990;  Kokotovic 
& Tracey,  1990;  Saunders,  Howard,  & Orlinsky,  1989; 

Waterhouse  & Strupp,  1984) . 

The  working  alliance  has  been  defined  as  a collaborative 
bond  between  patient  and  therapist  that  is  marked  by  mutual 
trust,  acceptance,  and  confidence  (Bordin,  1980;  Waterhouse  & 
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Strupp,  1984) . The  working  alliance  has  been  assessed  using 
the  Working  Alliance  Inventory  (WAI;  Horvath  & Greenberg, 

1989)  , a brief  self-report  inventory  that  is  available  in 
counselor,  client,  and  observer  forms.  The  WAI  has  been 
found  to  possess  adequate  reliability  (Kokotovic  & Tracey, 

1990)  . Validity  has  been  established  through  significant 
correlations  between  WAI  ratings  and  counseling  outcome 
(Horvath  & Greenberg,  1989)  as  well  as  between  WAI  ratings 
and  other  alliance  measures  (Greenberg  & Adler,  1989;  Horvath 
& Greenberg,  1989) . 

It  is  undoubtedly  true  that  a working  alliance  is  more 
difficult  to  maintain  with  some  patients  than  with  others; 
it  is  unclear  how  a patient's  diagnosis  affects  the 
clinician's  expectations  about  the  working  alliance. 
Theoretically,  diagnostic  categories  enact  clinician  schemas, 
which  include  expectancies  about  the  feasibility  of 
establishing  and  maintaining  a working  alliance.  According 
to  Reiser  and  Levenson  (1984) , the  abuses  of  the  borderline 
diagnosis  include  clinician  failure  to  adapt  interventions  to 
further  the  working  alliance.  It  is  likely  that  the 
borderline  diagnosis  sets  up  expectations  that  impair  the 
working  alliance.  Since  females  are  more  likely  than  males 
to  receive  the  BPD  diagnosis,  the  effect  of  the  diagnosis  on 
the  success  of  treatment  is  a particularly  important  issue 
for  women's  mental  health  and  for  furthering  the  study  of  sex 
bias  in  institutionalized  health  delivery  systems. 
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The  purpose  of  the  current  study  is  twofold:  (a)  to 

investigate  the  effect  of  PTSD  and  BPD  diagnoses  on 
predictions  of  the  working  alliance  and  (b)  to  investigate 
the  impact  of  PTSD  and  BPD  patient  gender  on  working  alliance 
predictions . 


CHAPTER  2 

REVIEW  OF  THE  LITERATURE 
Borderline  Personality  Disorder 

Borderline  Personality  Disorder  (BPD)  is  defined  as  a 
deviant,  pervasive,  and  inflexible  pattern  of  inner 
experience  and  behavior  that  is  characterized  by  instability 
in  interpersonal  relationships,  self-image,  and  affects, 
accompanied  by  marked  impulsivity  (APA,  1994)  . The 
diagnostic  criteria  for  the  301.83  Borderline  Personality 
Disorder,  detailed  in  the  fourth  edition  of  the  Diagnostic 
and  Statistical  Manual  of  Mental  Disorders  (DSM-IV;  APA, 

1994) , also  include  frantic  efforts  to  avoid  real  or  imagined 
abandonment,  recurrent  self -destructive  behavior,  chronic 
feelings  of  emptiness,  inappropriate  or  uncontrollable  anger, 
paranoid  ideation,  and  severe  dissociative  symptoms. 

The  diagnosis  of  personality  disorders  in  general  is  one 
of  considerable  debate,  in  part  because  of  the  significant 
overlapping  of  traits  from  one  diagnostic  category  to  another 
and  because  of  the  lack  of  clear  boundaries  between  them 
(McElroy  et  al . , 1989).  The  diagnosis  of  BPD  is  especially 
controversial  for  three  reasons:  its  potential  overuse 

because  of  vague  criteria;  its  "clinical  reputation"  as  a 
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particularly  difficult  disorder  to  treat;  and  its  use  as  a 
diagnostic  category  more  frequently  applied  to  female  than  to 
male  patients.  These  three  reasons  are,  of  course, 
interrelated  and  have  fueled  debate  regarding  potential  sex 
bias  in  the  use  of  the  borderline  diagnosis.  A further 
discussion  of  the  use  and  potential  abuses  of  the  borderline 
diagnosis  follows. 

Prevalence  of  BPD  Diagnosis 

The  DSM-IV  (APA,  1994)  estimates  the  prevalence  of  BPD 
to  be  about  2%  of  the  general  population,  about  10%  among 
individuals  seen  as  outpatients,  and  about  20%  among 
psychiatric  inpatients.  Borderline  personality  disorder 
ranges  from  30%  to  60%  among  clinical  populations  with 
personality  disorders.  BPD  is  diagnosed  predominantly  in 
females;  the  DSM-IV  puts  the  female  to  male  diagnostic  ratio 
at  3:1. 

It  has  been  argued  that  BDP  lends  itself  to  frequent  use 
as  a diagnosis  because  of  the  amplitude  and  vagueness  of  its 
criteria,  as  well  as  the  overlap  of  these  criteria  with  those 
of  other  personality  disorders  (Frances  & Widiger,  1987; 
Kroll,  1988;  Widiger  et  al . , 1988).  Frances  and  Widiger 
(1987)  submit  that  BPD  is  probably  the  most  frequently 
applied  personality  disorder  diagnosis.  In  addition  to 
clinical  frequency,  analogue  research  supports  the  popularity 
of  the  BPD  diagnosis  among  clinicians.  For  example,  Clarkin 
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et  al . (1983)  found  that  60%  of  the  76  patients  in  their 

study  who  were  assigned  the  DSM-III  (APA,  1980)  diagnosis  of 
BPD  also  met  the  criteria  for  at  least  one  other  personality 
disorder.  More  recently,  Becker  and  Lamb  (1994)  conducted  a 
study  in  which  311  clinicians  were  asked  to  rate  the 
applicability  of  seven  personality  disorders  to  identical 
case  studies.  The  authors  report  that  BPD  was  by  far  the 
favored  diagnosis.  They  also  report  that  the  BPD  diagnosis 
was  more  popular  with  younger  clinicians  and  with  clinicians 
who  spend  more  hours  weekly  doing  psychotherapy;  Becker  and 
Lamb  suggest  that  these  findings  reflect  the  increasing 
overall  popularity  of  the  borderline  diagnosis  over  the  past 
15  to  20  years,  as  well  as  the  expanding  scope  of  criteria 
for  this  diagnosis. 

The  increased  popularity  of  the  BPD  diagnosis  over  the 
past  two  decades  may  reflect  an  inappropriate  use  of  the 
diagnosis.  Reiser  and  Levenson  (1984),  two  clinical 
supervisors  of  psychiatric  and  psychological  residents  in 
training,  have  outlined  six  potential  abuses  of  the 
borderline  diagnosis  which  they  have  documented  in  their 
supervisory  work.  First,  the  authors  suggest  that  the 
borderline  diagnosis  may  be  used  as  an  expression  of 
"countertransference  hate, " whereby  a wide  variety  of 
heterogenous  yet  difficult  patients  are  denigrated  as  "just  a 
bunch  of  borderlines."  Reiser  and  Levenson  warn  that  when 
countertransference  hatred  becomes  disguised  as  a technical 
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term,  the  diagnosis  is  in  danger  of  losing  its  clinical 
significance,  and  patients  are  poorly  served. 

Second,  the  borderline  diagnosis  is  used  to  mask 
imprecise  diagnostic  thinking.  Because  of  its  vague 
criteria,  the  diagnosis  may  become  a catch-all  diagnosis  for 
those  patients  whose  characteristics  fail  to  neatly  follow 
more  specific  criteria.  A third  potential  abuse  of  the  BPD 
diagnosis  is  its  use  as  a rationalization  of  mistakes  or 
failure  on  the  part  of  the  therapist.  The  difficulty 
inherent  in  treating  the  borderline  personality  is  widely 
acknowledged  by  even  experienced  clinicians;  less  adept  or 
experienced  clinicians  may  be  tempted  to  ascribe  treatment 
failures  to  the  characteristics  of  the  patient  rather  than  to 
the  clinician's  own  inadequacy  or  to  the  inadequacy  of  the 
therapeutic  process. 

A fourth  abuse  of  the  borderline  diagnosis  outlined  by 
Reiser  and  Levenson  is  the  use  of  the  diagnosis  as  a 
justification  for  acting  out  in  the  countertransference. 
Clinicians  may  be  tempted  to  justify  a therapeutic 
misalliance  as  a necessary  consequence  of  dealing  with  such 
a maladjusted  borderline  patient.  Similarly,  a fifth  misuse 
of  the  diagnosis  is  observed  when  clinicians  use  the 
diagnosis  to  defend  against  oedipal  clinical  material. 
Countertransf erential  identification  with  the  client  demands 
a defense;  the  inexperienced  clinician  may  be  tempted  to 
pathologize  neurotic  patients  with  the  convenient  borderline 
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diagnosis  when  the  patient's  unconscious  conflicts  closely 
resemble  his  or  her  own  conflicts.  Finally,  the  BPD  label 
may  be  applied  in  a misdirected  attempt  to  avoid 
pharmacologic  treatment  interventions. 

Transference  and  Countertransference  with  BPD 

Clinical  case  descriptions  of  psychotherapeutic 
treatment  of  BPD  discuss  typical  patient  behaviors,  affects, 
and  interpersonal  interactions  that  elicit  strong  emotional 
responses  from  therapists.  For  example,  borderline  patients 
are  likely  to  act  in  a manipulative  or  seductive  way  and  to 
vacillate  between  idealizing  and  denigrating  their 
therapists.  Because  the  borderline  disorder  is  primarily  a 
disorder  of  interpersonal  relations,  BPDs  engage  therapists 
in  dysfunctional  relationship  patterns  that  mirror  the 
patient's  disturbed  relations  with  others;  this  reenactment 
of  relationship  patterns  defines  the  transference.  The 
transference  of  the  borderline  patient  has  been  described  as 
immediate,  intense,  and  chaotic  (Kernberg,  1975) . Borderline 
patients  demonstrate  a characteristic  defense  called 
"splitting, " which  is  observed  as  polarized  responses  of 
idealization  and  devaluation  in  therapeutic  relationships. 
These  patients  respond  to  real  or  imagined  criticism,  threat 
of  abandonment,  or  failure  to  meet  demands  with  devaluation 
of  the  therapist,  accompanied  by  intense  affect,  often  a 
combination  of  rage,  self-loathing,  anxiety,  and  depression 
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(Shapiro,  1978)  . In  relationship  with  the  therapist,  the  BPD 
enacts  the  intrapersonal  conflict  between  extreme  dependence 
and  intense  fear  of  closeness;  therefore,  the  therapeutic 
relationship,  or  the  creation  of  a "holding  environment"  for 
the  expression  and  regulation  of  affect  without  retaliation, 
is  the  focus  of  treatment  (Shapiro,  1978;  Winnicott,  1960)  . 

Managing  the  therapeutic  relationship  with  the  BPD 
patient  is  a demanding  task,  complicated  by  the 
characteristic  borderline  ego  defense  of  projective 
identification.  Theoretically,  this  defense  involves  the 
dissociation  of  uncomfortable  aspects  of  the  patient's 
personality  and  the  projection  of  them  onto  the  therapist. 

The  patient,  therefore,  makes  an  unconscious  attempt  to  evoke 
feelings  or  behavior  in  the  therapist  that  conform  with  the 
projection  (Pruyser,  1975) . BPD  patients  are  described  as 
possessing  an  intuitive  sensitivity  that  is  used  to  project 
selectively  those  attitudes  with  which  the  individual 
therapist  is  most  likely  to  identify;  these  patients  are 
adept  at  manipulating  relationships  in  general  toward  a 
collusive  misalliance  that  confirms  their  own  worst  fears 
about  their  inadequacies  (Adler,  1972;  Kernberg,  1975). 

The  therapist's  countertransference  in  the  treatment  of 
the  BPD  patient  is,  of  course,  idiosyncratic  to  the 
relationship;  however,  the  countertransference  affect  has 
been  generally  described  as  taking  the  forms  of  guilt, 
anxiety,  worry,  fear  of  inadequacy,  anger,  rage,  and  desire 
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for  retaliation  in  response  to  the  patient's  projections  of 
hostility  and  helplessness  (Bongar  et  al . , 1991;  Chessick, 
1993;  Gabbard,  1991;  Greene  et  al . , 1986;  Gunderson  & Singer, 
1977;  Kernberg,  1976;  Masterson,  1990;  Nadelson,  1977; 
Schaffer,  1990;  Shapiro,  1978).  The  constant  emotional 
tension  between  therapist  and  patient,  with  the  burden  of 
maintaining  a holding  environment  squarely  on  the  shoulders 
of  the  therapist,  takes  its  toll.  As  Chessick  (1993) 
writes , 

Psychotherapists  of  borderline  patients  painfully 
experience  the  intensity  of  the  patient's  effort  to 
manipulate  them  into  validating  the  patient's 
projections.  The  therapist  feels  the  inner 
conflict  as  he  or  she  struggles  against  this 
manipulation.  The  most  benign  therapist 
approaching  the  borderline  patient  in  a raging 
archaic  transference  finds  himself  or  herself 
transformed  into  a horrible  monster  very  quickly  by 
the  patient's  selective  perception,  and  unless  the 
therapist  is  aware  of  this  danger  the  tendency  is 
either  to  retaliate  or  to  challenge  the  patient's 
extremely  unflattering  portrayal.  This  sudden 
transformation  . . . often  leads  to  therapist 

discouragement  and  "burn-out, " with  a lingering 
sense  of  depression  and  injured  self-esteem,  (p. 

216) 


There  is  consensus  in  the  literature  that  borderline 
patients  are  difficult  to  treat  (Silver,  1983;  Silver,  Book, 
Sc  Hamilton,  1983;  Wong,  1983).  They  have  been  described 
variously  as  "needy,  clinging,  and  demanding, " as  well  as 
"cold,  distant,  suspicious,  unresponsive,  and  egocentric" 
(Silver,  1983,  pp.  514-515).  Bongar  et  al . (1991)  reported 

results  of  structured  interviews  with  25  representative 
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psychiatrists.  All  participants  agreed  that  "difficult" 
patients  exist  and  that  they  treat  these  patients 
differently;  84%  of  participants  admitted  that  there  are  some 
patients  so  difficult  that  they  "dread"  treating  them;  and 
participants  cited  borderline  personality  disorder  four  times 
more  frequently  than  any  other  diagnosis  as  the  most 
characterologically  difficult  patient.  The  term  "borderline" 
has  come  to  be  used  frequently  by  clinicians  as  one  of 
denigration  (Reiser  & Levenson,  1984) . 

Although  empirical  investigation  of  psychotherapy  with 
BPD  is  rare,  a study  by  Greene  et  al . (1986)  of  35  day- 

treatment  borderline  patients  supports  clinical  case  study 
reports  of  characteristic  borderline  defenses  which  result  in 
"difficult"  patient  behaviors.  Borderline  patients  often 
exhibit  patient  behaviors  that  make  treatment  more  difficult, 
such  as  suicidal  acts,  violence,  and  the  abuse  of  alcohol  and 
drugs  (Wong,  1983) . These  behaviors  often  demand  an  extra 
time  commitment  from  the  therapist  in  responding  to 
emergencies,  facilitating  hospitalization,  obtaining 
consultation  and  supervision,  and  managing  the  anxiety  and 
frustration  that  comes  with  worrying  about  a patient  who  is 
dangerous,  either  to  self  or  to  others  (Gutheil,  1985) 
Borderline  patients  often  exhibit  paranoid  ideation,  a 
symptom  that  is  difficult  to  manage  in  treatment.  As  Smith 
and  Steindler  (1983)  describe  treatment  of  the  paranoid 
patient,  "Having  such  patients  is  like  holding  a ticking 
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bomb,  and  understandably  therapists  are  anxious  and 
apprehensive"  (p.  109) . 

The  mismanagement  of  the  therapeutic  relationship  and 
its  boundaries  can  have  serious  legal,  ethical,  and  emotional 
consequences  for  the  therapist.  In  particular,  patients  with 
BPD  are  more  likely  to  evoke  boundary  violations  involving 
sexual  acting  out  (Gutheil,  1989) . As  Guitheil  points  out, 
many  of  these  patients  have  a history  of  sexual  abuse  and  may 
have  been  conditioned  to  interact  with  significant  others  in 
eroticized  and  seductive  ways.  The  therapist  must  bear  the 
burden  of  maintaining  boundaries  in  order  to  avoid  trauma  to 
the  patient  and/or  destructive  litigation.  The  burden  of  BPD 
patient  management  is  particularly  challenging  precisely 
because  the  nature  of  the  borderline  disorder  causes  the 
therapeutic  relationship  to  be  highly  charged,  and  conflict 
easily  becomes  personalized. 

BPD:  A Woman's  Diagnosis 

The  literature  reveals  that  BPD  is  a diagnosis  applied 
more  frequently  to  women  than  to  men,  at  a rate  of  anywhere 
from  2:1  to  9:1  depending  on  the  sample  investigated  (Akhtar 
et  al . , 1986;  Castaneda  & Franco,  1985;  Frances  & Widiger, 
1987;  Gilbertson  et  al.,  1986;  Henry  & Cohen,  1983;  Kirshner 
& Johnston,  1983;  Sheehy  et  al . , 1980).  The  DSM-IV  puts  the 
ratio  at  3:1  (APA,  1994) . Recent  analogue  research  indicates 
that  clinicians  rate  the  applicability  of  the  borderline 
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diagnosis  higher  for  females  than  for  identical  male  patients 
(Becker  & Lamb,  1994) . 

Why  are  women  overrepresented  in  the  BPD  population? 
Simmons  (1992)  suggests  four  possible  reasons.  First, 
cultural  differences  in  parenting  of  males  and  females  result 
in  a less  successful  management  of  individuation  and 
separation  issues  for  girls  than  for  boys.  Girls  are 
socialized  to  be  submissive  and  dependent,  yet  also  to  be 
responsible  and  controlling.  Girls  have  fewer  successful 
same-sex  role  models  for  individuation  than  do  boys.  Second, 
conflicting  ideas  about  what  constitutes  "normal"  behavior  in 
males  versus  females  results  in  pathologizing  female 
behaviors  such  as  excessive  anger,  argumentativeness,  and 
sexual  promiscuity  (preliminary  criteria  for  BPD) . Third, 
contemporary  societal  stresses  on  adult  females,  such  as  role 
diffusion,  create  a setting  for  BPD  symptoms  to  surface  and 
to  be  reinforced  more  now  than  in  women  of  past  generations. 
Finally,  use  of  the  BPD  diagnosis  as  a negative  catch-all  of 
psychiatric  diagnoses  has  resulted  in  the  pathologizing  of 
women  who  seek  help  (as  they  have  been  socialized  to  do)  and 
present  vague  symptoms  of  instability  of  any  kind. 

The  fact  that  women  are  more  likely  to  be  labeled 
"borderline, " with  its  accompanying  connotation  of  the 
difficult  and  dreaded  patient,  has  prompted  a debate  among 
clinicians  and  feminists  regarding  the  utility  of  the 
diagnosis.  The  debate  stems  from  the  finding  that  the 
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majority  of  borderline  patients  have  a history  of  sexual 
trauma  (Barnard  & Hirsh,  1985;  Courtois,  1988;  Herman,  Perry, 
& van  der  Kolk,  1989;  Ogata,  Silk,  Goodrich,  Lohr,  Westen,  & 
Hill,  1990;  Rieker  & Carmen,  1986;  Stone,  Unwin,  Beacham,  & 
Swenson,  1988;  Surrey,  Swett,  Michaels,  & Levin,  1990; 

Westen,  Ludolph,  Misle,  Ruffins,  & Block,  1990;  Wheeler  & 
Walton,  1987)  and  may  be  better  served  by  a less  stigmatizing 
diagnosis,  such  as  Posttraumatic  Stress  Disorder  (PTSD) . A 
discussion  of  the  criteria  for  the  PTSD  diagnosis  and  an 
outline  of  the  theoretical  roots  of  borderline  personality 
disorder  in  early  trauma  follow. 

Posttraumatic  Stress  Disorder 

The  diagnostic  category  309.81  Posttraumatic  Stress 
Disorder  is  characterized  by  the  development  of  specified 
symptoms  following  exposure  to  an  intense,  traumatic 
stressor,  either  directly  experienced  or  witnessed,  involving 
serious  injury,  threat,  or  death  and  followed  by  a response 
of  extreme  fear,  helplessness,  or  horror  (APA,  1994)  . 
Necessary  symptoms  include  persistent  reexperiencing 
phenomena  (intrusive  memories,  flashbacks,  dreams, 
physiological  reactivity  to  environmental  cues) , persistent 
avoidance  of  stimuli  associated  with  the  trauma  (behavioral 
and  environmental  restriction,  memory  loss,  feelings  of 
detachment,  a sense  of  a foreshortened  future) , and 
persistent  symptoms  of  increased  arousal  (sleep  disturbance, 


21 


anger,  distractibility,  hypervigilance,  exaggerated  startle 
response) . The  DSM-IV  (1994)  states  that  the  prevalence  of 
PTSD  ranges  from  1%  to  14%,  depending  on  the  population 
sampled.  Studies  of  individuals  who  have  been  exposed  to 
unusually  traumatic  experiences  (combat,  natural  disasters) 
have  yielded  prevalence  rates  ranging  from  3%  to  58%. 

Historically,  the  PTSD  diagnosis  was  first  included  as  a 
recognized  psychiatric  diagnosis  in  the  DSM-III  (APA,  1980) 
following  systematic  observation  and  assessment  of  Vietnam 
combat  veterans,  the  majority  of  whom  were  male.  Since  then, 
the  PTSD  diagnosis  has  been  applied  to  male  and  female 
survivors  of  child  abuse,  crimes,  accidents,  natural 
disasters,  sexual  abuse,  and  spousal  abuse.  The  DSM-IV  lists 
no  data  on  the  prevalence  of  the  diagnosis  by  gender. 

Clinicians  and  theorists  concerned  with  sexism  in 
psychiatric  diagnostic  trends  consider  the  PTSD  diagnosis, 
when  applicable,  to  be  much  more  beneficial  to  the  patient's 
best  interest  than  a diagnosis  of  a personality  disorder 
(Carmen  et  al . , 1984;  Courtois,  1988;  Earl,  1991;  Rieker  & 
Carmen,  1986;  Walker,  1991).  Herman  (1992)  discusses  how  the 
clinical  picture  of  a person  who  has  been  coping  with  trauma 
survival  is  all  too  often  mistaken  for  an  underlying 
pathological  character  disorder.  Herman  argues  that  the 
patient  is  in  danger  of  being  revictimized  in  the  treatment 
setting  as  long  as  her  behavior  is  seen  as  characterological , 
rather  than  as  responsive  to  environmental  trauma.  For 


22 


example,  a recent  study  of  emergency  room  practice  in  a large 
urban  hospital  reported  clinicians'  routine  descriptions  of 
battered  women  as  "hysterics,"  "masochistic  females," 
"hypochondriacs,"  and  "crocks"  (Kurz  & Stark,  1988).  This 
"blame  the  victim"  mentality  may  be  a defensive  maneuver  on 
the  part  of  clinician,  but,  as  Reiser  and  Levenson  (1984) 
point  out,  it  likely  works  at  the  patient's  expense. 

Discussion  in  the  clinical  literature  of  general 
treatment  strategies  and  transference-countertransference 
issues  with  PTSD  patients  are  qualitatively  different  in  tone 
from  discussion  of  the  treatment  of  BPD.  Therapists  in 
treatment  of  PTSD  are  encouraged  to  maintain  an  open,  alert, 
and  sensitive  awareness  of  how  their  treatment  strategies  may 
inadvertently  reenact  previous  traumatic  scenarios  (Friedman, 
1993) . The  environmental  trauma  which  precipitated  the  PTSD 
patient's  symptomatology  is  the  crucial  element  in  case 
conceptualization;  therefore,  the  PTSD  patient  is  less  likely 
than  the  BPD  patient  to  be  conceptualized  in  terms  of 
inherent  pathology.  Whereas  therapists  in  the  treatment  of 
BPD  recognize  the  difficulty  of  maintaining  a relationship 
with  an  unpredictable  and  sometimes  hostile  patient, 
therapists  in  the  treatment  of  PTSD  tend  to  form  an  empathic 
alliance  with  the  patient  in  their  ongoing  struggle  with 
violence  and  unpredictability  in  our  world  (Courtois,  1993; 
Lindy,  1993;  Ruzek,  1993).  While  the  treatment  of  trauma 
recovery  may  be  no  less  emotionally  demanding  on  the 
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therapist  than  the  treatment  of  BPD,  the  focus  of 
countertransference  management  is  not  directed  solely  at 
responses  to  the  dreaded  patient.  Instead,  therapists 
involved  in  trauma  recovery  treatment  are  encouraged  to 
maintain  personal  and  professional  support  to  counteract  the 
emotional  impact  of  witnessing  gross  injustice,  violence, 
horror,  or  terror  (Friedman,  1993;  Lehmann,  1993;  Ruzek, 
1993).  Consider  the  following  discussion  of 
countertransference  with  the  PTSD  patient,  in  contrast  to 
Chessick's  (1993)  description  of  countertransference  with  the 
BPD,  mentioned  previously: 

Know  that  you  are  not  alone  in  facing  the  stress  of 
dealing  intimately  with  trauma  every  working  day. 

Know  that  this  "comes  with  the  territory, " and  that 
with  the  honor  and  privilege  of  working  to  relieve 
the  ills  of  others,  it  can  seem  that  we  must  take 
them  on  ourselves.  However,  the  measure  of 
treatment  success  must  include  the  clinician's  own 
effort  to  cope  with  the  challenges  of  working  with 
post -traumatic  stress.  (Lehmann,  1993,  p.  7; 
italics  added) 

The  Debate:  Is  BPD  a PTSD  of  Long  Duration? 

Historically,  the  diagnosis  of  personality  disorders  in 
general,  and  BPD  in  particular,  has  not  included  assessment 
of  early  trauma  or  abuse.  However,  clinicians  who  treat  BPD 
have  established  a high  incidence  of  previous  sexual  abuse  in 
BPD  patients  (Earl,  1991;  Nigg  et  al . , 1991;  Pine,  1986; 
Rieker  & Carmen,  1986).  This  finding  has  prompted  clinicians 
and  theorists  to  consider  the  impact  of  early  abuse  on  later 
adult  functioning,  with  implications  for  the  applicability  of 
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the  PTSD  diagnosis  to  characteristic  "borderline"  behaviors. 
Theoretically,  the  initial  response  to  abuse  would  consist  of 
the  PTSD  symptoms  of  reexperiencing  phenomena,  avoidance,  and 
increased  arousal  (APA,  1994) . 

To  illustrate,  if  a child  or  young  adolescent  were 
abused,  her  initial  response  would  likely  include  the 
reexperiencing  symptoms  of  intrusive  memories,  bad  dreams, 
and  emotional  reactivity  to  environmental  reminders  or  cues 
of  the  abuse.  She  would  also  likely  experience  avoidance 
symptoms,  such  as  physically  avoiding  the  site  of  the  abuse, 
and  the  company  of  the  perpetrator  (if  possible) . Other 
avoidant  psychological  defenses  would  include  memory  loss  or 
distortion,  feelings  of  detachment,  and  a sense  of  a 
foreshortened  future.  Symptoms  of  increased  arousal  would 
include  disturbed  sleep,  seemingly  abrupt  outbursts  of  anger 
and  fear,  and  hypervigilance  as  a response  to  the 
unpredictability  of  her  personal  safety.  If  this  young  child 
or  adolescent  continued  to  live  in  an  unsafe  environment,  or 
failed  to  experience  sufficient  guidance  in  responding  to  the 
trauma,  how  might  these  post traumatic  behaviors  appear  to  the 
clinician  who  observes  her  in  treatment  20  or  30  years  later? 
Several  current  theorists  argue  that  the  traumatized  child 
would  resemble  the  adult  borderline  (Earl,  1991;  Herman, 

1992;  Herman  et  al . , 1986;  Lonie,  1993;  Scurf ield,  1985; 


Watson,  1989 ) . 
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These  theorists  submit  that  early  abuse  is  the 
precipitating  event  that  evokes  posttraumatic  behaviors. 

Over  time,  these  posttraumatic  symptoms  become  ingrained, 
resulting  in  a pattern  of  learned  behaviors  that  can  be  fully 
understood  only  in  light  of  the  initial  abuse.  Borderline 
patients  rarely  enter  treatment  with  a presenting  problem  of 
past  abuse,  presumably  because  the  memory  has  become  less 
available  to  conscious  awareness  (Herman,  1992).  However, 
the  pervasive  emotional  reactivity  of  the  BPD  patient  can 
theoretically  be  explained  as  a habitual  reexperiencing 
phenomenon,  a reaction  to  unacknowledged  cues  that  trigger  a 
repressed  or  distorted  memory  of  traumatic  abuse. 
Posttraumatic  avoidance  symptoms  may,  over  time,  manifest  as 
dissociative  symptoms  and  even  as  avoidance  of  relationship 
in  general.  As  Thorpe  (1993)  suggests,  the  borderline 
individual  has  been  traumatized  in  relationship;  therefore, 
relationship  is  to  be  avoided.  The  characteristic  inability 
of  borderlines  to  manage  relationships  in  a satisfying  way 
effectively  maintains  an  avoidant  symptom.  Similarly,  the 
posttraumatic  symptom  of  increased  arousal  is  theoretically 
maintained  in  the  borderline's  affective  instability  and 
intense  anger. 

Because  BPD  is  a more  stigmatizing  diagnosis  than  PTSD 
and  because  BPD  is  more  often  applied  to  women  than  to  men, 
the  debate  regarding  the  origin  of  borderline  characteristics 
in  posttraumatic  symptoms  has  prompted  an  investigation  of 
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sex  bias  in  the  diagnosis  of  BPD  and  PTSD  (Becker  & Lamb, 

1994) . This  investigation  consisted  of  a mail  survey  of  311 
clinicians  (social  workers,  psychologists,  and  psychiatrists) 
who  were  asked  to  assess  the  applicability  of  a number  of 
diagnoses  to  a case  description  of  either  a fictitious  male 
or  female  patient.  The  case  descriptions  were  tailored  to 
include  equal  numbers  of  criteria  for  both  BPD  and  PTSD  and 
included  a history  of  sexual  abuse.  Results  revealed  sex 
bias  in  diagnosis,  in  that  female  cases  received 
significantly  higher  ratings  for  the  applicability  of  the  BPD 
diagnosis  than  did  identical  male  cases.  Additionally, 
female  clinicians  rated  the  PTSD  diagnosis  significantly  more 
applicable  to  both  male  and  female  cases  than  did  male 
clinicians.  The  profession  of  the  clinician  also  affected 
diagnostic  ratings.  Psychiatrists  were  significantly  less 
likely  than  social  workers  or  psychologists  to  rate  the  cases 
high  for  the  presence  of  PTSD  symptoms . 

The  issue  of  sex  bias  in  applying  diagnoses  using 
analogue  research  methodology  is  complicated  by  the  fact  that 
base  rates  of  the  diagnosis  in  the  clinical  population  may 
influence  clinicians.  In  other  words,  when  the  base  rates 
for  a given  disorder  are  higher  for  women  than  for  men,  as  is 
the  case  with  BPD,  clinicians  who  diagnose  in  accordance  with 
base  rates  when  assessing  an  ambiguous  case  may  not 
necessarily  be  demonstrating  bias  (Ford  & Widiger,  1989); 
they  may  be  using  base  rates  as  a logical  indicator  of  the 
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likelihood  of  a match  between  patient  and  diagnosis. 

However,  Becker  and  Lamb  (1994)  argue  that  few  cases  with 
which  clinicians  are  actually  presented  are  unambiguous.  In 
addition,  some  researchers  submit  that  the  base  rates  are 
themselves  the  result  of  clinician  diagnoses  and  that  those 
base  rates  may  be  used  by  clinicians  to  rationalize  bias  in 
decision  making  (Fernbach,  Winstead,  & Derlega,  1989). 

The  Effect  of  Diagnosis  on  Treatment 

The  issue  of  sex  bias  in  diagnosis,  as  well  as  the 
debate  surrounding  the  origins  of  BPD  in  trauma  response, 
stem  from  the  assumption  that  diagnosis  affects  treatment. 

It  is  argued  that  the  borderline  diagnosis  sets  up  a negative 
schema  (Scott,  1990)  in  the  mind  of  the  clinician  to  expect 
difficult  patient  behaviors  and  to  lower  expectations  about 
therapeutic  gain  (Carmen  et  al . , 1984;  Courtois,  1988; 

Herman,  1992)  . These  lower  expectations  may,  in  turn,  enact 
a self-fulfilling  prophecy  (Rosenthal  & Rubin,  1978) , in 
which  clinicians  approach  treatment  more  defensively,  clients 
respond  with  more  hostility,  and  negative  expectations  are 
unfortunately  realized. 

There  is  general  agreement  in  the  clinical  literature 
that  diagnostic  categories  set  up  clinician  schemas  for 
guiding  treatment  strategies  (Morrow  & Deidan,  1992)  . 

Current  treatment  strategy  for  PTSD  includes  generally 
agreed-upon  stages  of  treatment,  with  clear  goals  and 
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optimistic  outcome  expectations  following  systematic,  though 
often  lengthy,  treatment  (Blake,  1993;  McCann  & Pearlman, 
1990;  Rieker  & Carmen,  1986) . According  to  the  current 
literature  on  trauma  recovery,  effective  treatment  includes 
an  initial  establishment  of  a safe  therapeutic  environment,  a 
retelling  of  the  trauma  accompanied  by  work  on  regulating 
affect  associated  with  the  trauma,  followed  by  an  integration 
of  the  meaning  of  the  trauma  into  the  patient's  personal 
belief  system  (Earl,  1991;  Herman,  1992;  McCann  & Pearlman, 
1990;  Walker,  1991).  Although  these  stages  of  recovery 
overlap  and  take  varying  lengths  of  time,  the  recovery 
literature  indicates  that  clinicians  who  work  with  survivors 
consider  the  difficult  interpersonal  work  to  be  worth  the 
effort  (Lehmann,  1993;  McCann  & Pearlman,  1990). 

Literature  on  treatment  of  BPD,  on  the  other  hand, 
focuses  predominantly  on  difficulties  inherent  in 
establishing  the  initial  stage  of  treatment,  the  safe 
therapeutic  environment.  Indeed,  establishment  of  the  safe 
"holding  environment"  is  expected  to  be  so  difficult  that  its 
achievement  is  said  to  be  the  main  treatment  (Shapiro,  1978; 
Winnicott,  1960).  In  BPD  treatment,  the  patient  is  the 
problem;  in  contrast,  the  trauma  is  the  problem  in  PTSD 
treatment . 

One  purpose  of  diagnosis  is  to  provide  a set  of 
hypotheses  to  be  tested  in  therapy;  however,  the  borderline 
diagnosis  may  preclude  the  clinician's  vigilance  in  testing 
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and  revising  hypotheses  (Reiser  & Levenson,  1984)  . Clinician 
expectancies  have  been  investigated  in  studies  that  show  a 
confirmatory  bias  in  hypothesis  testing  (Haverkamp,  1993; 
Strohmer  et  al . , 1990).  Confirmatory  hypothesis  testing  bias 
occurs  as  the  result  of  pursuing  information  in  a manner  that 
influences  the  type  of  information  elicited  (Morrow  & Deidan, 
1992).  Once  initial  impressions  have  been  formed,  it  is 
difficult  for  clinicians  to  test  the  accuracy  of  their 
hypotheses  in  an  unbiased  way  (Dallas  & Baron,  1985;  Snyder  & 
Campbell,  1980).  Clinicians  are,  therefore,  likely  to  ask 
questions  and  initiate  discussions  that  will  confirm  the 
hypotheses  they  have  formed  about  the  patient  (Hollon  & 

Kriss,  1984;  Strohmer  et  al . , 1990). 

Diagnostic  labels  may  serve  as  "anchors,"  beliefs  or 
expectations  about  patients  that  may  not  be  revised  in  light 
of  new,  contradictory  information  (Morrow  & Deidan,  1992). 
Studies  of  the  effect  of  prior  information  on  patient 
management  indicate  that  attaching  labels  or  sharing  clinical 
experience  about  a patient  upon  referral  may  not  always  be  in 
the  patient's  best  interest.  For  example,  Temerlin  (1968) 
presented  identical  taped  patient  interviews  to 
psychiatrists,  clinical  psychologists,  and  clinical  graduate 
students.  When  clinician  participants  were  told  that  the 
patient  they  were  about  to  listen  to  was  "healthy, " no 
symptomatology  was  assessed.  When  told  in  advance  that  the 
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patient  was  "psychotic,"  94%  of  the  professionals  assigned  a 
diagnosis . 

Research  also  indicates  that  information  obtained 
earlier  in  the  clinical  treatment  process  has  more  lasting 
effect  than  does  information  obtained  later  (Friedlander  & 
Phillips,  1984).  Friedlander  and  Stockman  (1983)  gave 
detailed  patient  interview  transcripts  for  evaluation  to  five 
different  groups.  The  transcripts  presented  identical 
information,  including  the  presence  of  symptoms  of  anorexia 
nervosa.  The  five  transcripts  varied  only  as  to  the  timing 
of  the  symptomatology  presented.  Results  showed  that  the 
earlier  anorexia  nervosa  was  presented  in  the  interview,  the 
more  substantial  the  anchoring  and  the  more  pathological  the 
clinical  ratings  of  the  patient. 

Labeling  and  previous  diagnoses  persevere  because,  once 
preconceptions  are  formulated,  it  is  difficult  to  change 
opinions  even  when  new  information  is  revealed  (Lichtenberg, 
1984).  The  classic  example  of  the  persistence  of  prior 
diagnoses  is  Rosenhan's  (1973)  study  of  normal  participants 
labeled  schizophrenic  by  staff  at  mental  hospitals.  After 
debriefing,  the  normal  participants  had  extreme  difficulty 
convincing  the  staff  that  they  were  actually  sane. 

The  literature  supports  the  contention  that  diagnostic 
labels  set  up  expectations  that  will  have  lasting  effects. 
Clinician  expectations  elicited  by  the  borderline  diagnosis 
center  around  difficulty  in  maintaining  an  effective 
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therapeutic  relationship.  This  therapeutic  relationship,  or 
"working  alliance, " is  considered  to  be  an  essential 
component  of  the  psychotherapeutic  process  (Horvath  & 
Greenberg,  1989;  Masterson,  1990;  Schaffer,  1990). 

Therefore,  the  effect  of  the  borderline  label  on  clinician 
expectancies  is  likely  to  be  particularly  detrimental  to  the 
effective  treatment  of  the  patient.  The  current  study  is  an 
investigation  of  the  effect  of  the  BPD  and  PTSD  labels  on 
clinician  predictions  of  one  of  the  fundamental  components  of 
the  working  relationship,  the  "working  alliance."  Following 
is  a discussion  of  the  qualities  of  the  working  alliance  and 
its  assessment. 

The  Working  Alliance 

Although  clinicians  disagree  about  the  degree  to  which 
the  working  alliance  effects  lasting  patient  change,  there  is 
general  consensus  that  the  working  alliance  is  a necessary 
component  of  effective  psychotherapy  (Frank  & Gunderson, 

1990;  Kokotovic  & Tracey,  1990;  Masterson,  1990;  Saunders  et 
al . , 1989;  Schaffer,  1990;  Waterhouse  & Strupp,  1984).  The 
working  alliance  is  a theoretical  construct  that  has  been 
variously  defined  as  the  therapist's  understanding  of  and 
feeling  well  disposed  toward  the  client  (Freud,  1910/1957), 
the  encouragement  of  patient  identification  toward  the 
analyst  (Sterba,  1934;  Zetzel,  1956),  and  encouragement  of 
patient  motivation  with  an  empathic,  straightforward, 
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compassionate,  and  non judgmental  therapist  attitude 
(Greenson,  1967).  The  working  alliance  has  also  been  defined 
as  a collaborative,  positive  joining  of  client  and  therapist 
against  the  common  foe  of  the  client's  pain  and  self- 
defeating  behavior  (Bordin,  1980). 

Bordin  (1975,  1976,  1980,  1989)  formulated  a theoretical 
model  of  the  working  alliance  as  the  active  relational 
element  in  all  change -inducing  relationships.  His  model 
distinguishes  the  working  alliance  from  the  unconscious 
projections  of  the  client  (i.e.,  the  transference)  and 
emphasizes  the  active  collaboration  between  therapist  and 
client.  According  to  Bordin ' s model,  the  alliance  consists 
of  three  elements:  Task,  Goal,  and  Bond.  The  Task  element 

refers  to  the  activities  that  further  the  in-therapy  process. 
Both  therapist  and  client  must  accept  responsibility  for 
performing  the  therapeutic  activities  that  both  perceive  as 
relevant  and  effective.  The  Goal  element  refers  to  a mutual 
endorsement  and  valuing  of  aims  (i.e.,  outcomes)  that  are  the 
target  of  treatment.  The  Bond  element  encompasses  the 
complex  network  of  positive  personal  attachments  between 
client  and  therapist.  Bond  includes  such  issues  as  mutual 
trust,  acceptance,  and  confidence. 

Working  from  Bordin' s theoretical  formulation,  Horvath 
and  Greenberg  (1989)  designed  an  instrument  to  assess  the 
quality  of  the  therapeutic  working  alliance.  The  Working 
Alliance  Inventory  (WAI;  Horvath  & Greenberg,  1989)  is  a 
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36-item  instrument  consisting  of  three  12-item  subscales 
which  assess  Task,  Goal,  and  Bond  using  a 7 -point  Likert 
scale.  The  WAI  is  available  as  a counselor  rating  form,  a 
client  rating  form,  and  an  observer  rating  form.  The 
respondent  is  directed  to  read  each  item  statement  and 
respond  according  to  the  degree  to  which  each  item  applies  to 
the  respondent's  perception  of  the  alliance. 

There  is  support  for  the  hypothesis  that  there  is  a 
positive  relationship  between  the  alliance  and  outcome.  A 
meta-analytic  synthesis  of  results  from  eight  studies  using 
the  WAI  indicates  that  the  average  effect  size  (ES)  expressed 
as  a correlation  coefficient  is  .33  for  the  client-based 
measures  (Horvath  & Symonds,  1991).  As  Horvath  (1994b) 
notes,  the  procedure  used  to  estimate  the  ES  is  conservative; 
the  95%  confidence  interval  drawn  around  the  estimated  ES 
spans  .23  to  .43,  where  the  upper  limit  is  more  likely 
representative  of  the  true  value.  These  data  suggest  a 
robust  link  between  client  estimates  of  working  alliance  and 
the  outcome  of  therapy.  In  other  words,  when  the  client 
perceives  a more  positive  alliance  with  the  therapist,  marked 
by  mutual  acceptance,  goal-setting,  and  agreement  on  tasks, 
then  the  outcome  of  therapy  is  likely  to  be  more  positive. 

This  finding  that  WAI-client  form  scores  are  correlated 
with  successful  counseling  outcome  has  prompted  a call  for 
additional  research  investigating  how  positive  working 
alliances  are  formed  in  counseling  situations  (Horvath, 
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1994b) . In  particular,  the  impact  of  counselor,  as  opposed 
to  client,  perceptions  of  the  working  alliance  has  yet  to  be 
fully  researched.  Specifically,  Horvath  proposes 
investigation  of  how  counselors  make  judgments  about  the 
working  alliance  and  how  those  judgments  impact  the  course 
and  outcome  of  counseling. 

Preliminary  studies  indicate  that  therapist-based  WAI 
scores  yield  significantly  poorer  predictions  of  therapy 
outcomes  than  do  client  or  observer-based  scores  (Horvath  & 
Symonds,  1991) . Horvath  (1994b)  suggests  that  the  poor 
predictive  power  of  therapists'  alliance  scores  indicates  the 
possibility  that  therapists  significantly  misjudge  their 
clients'  sense  of  the  relationship,  perhaps  because  of 
therapists'  own  relational  dispositions  (e.g., 
countertransference) . If  the  therapist,  because  of  his  or 
her  countertransference,  has  a distorted  perception  of  the 
counseling  relationship,  then  "the  therapist  might  persist 
with  interventions  that  would  have  been  abandoned  if  the 
alliance  had  been  correctly  assessed"  (Horvath,  1994b,  p. 

267)  . 

Horvath's  concern  about  the  impact  of  therapists’ 
distorted  perceptions  on  the  quality  of  the  working  alliance 
is  consistent  with  the  literature  on  confirmatory  bias  in 
hypothesis  testing.  To  illustrate,  if  the  counselor 
incorrectly  perceives  the  client  to  be  initially  less  capable 
of  a positive  working  alliance,  then  the  counselor  may 
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inadvertently  maintain  a style  of  interacting  that  confirms 
this  perception,  and  the  result  will  be  a poor  working 
alliance . 

Further  investigation  of  the  impact  of  counselor 
perceptions  of  working  alliance  on  the  course  and  outcome 
of  counseling  involves  two  separate  research  questions: 

1.  How  do  therapists  form  opinions  about  the  working 
alliance? 

2 . How  do  therapist  perceptions  of  the  working  alliance 
impact  counseling  outcome? 

The  current  study  addresses  the  first,  preliminary 
question  by  requiring  therapists  to  form  opinions  and  make 
predictions  about  the  working  alliance  in  response  to 
controlled  case  material.  Specifically,  therapists  are  asked 
to  make  predictions  of  working  alliance  with  male  or  female 
clients  who  have  been  diagnosed  with  either  BPD  or  PTSD. 
Differences  in  alliance  predictions  can  be  attributed  to  the 
manipulation  of  client  gender  and/or  supplied  diagnosis. 

Differences  in  alliance  predictions  will  not  only  shed 
light  on  how  therapists  form  opinions  about  the  alliance  but 
will  also  indicate  the  impact  of  the  BPD  and  PTSD  diagnoses 
on  counselor  perceptions  of  the  working  alliance. 
Theoretically,  if  the  manipulation  of  diagnosis  results  in 
more  negative  predictions  for  BPD  than  for  PTSD  clients,  then 
the  course  of  counseling  will  likely  be  less  successful  for 
BPD  than  for  PTSD  clients.  If  the  diagnosis  of  BPD  is  shown 
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to  set  up  more  negative  predictions  (and,  perhaps,  less 
successful  outcome) , then  the  utility  of  the  BPD  diagnosis  as 
an  aid  to  successful  treatment  is  called  into  question. 
Differences  in  alliance  predictions  for  BPD  and  PTSD  clients 
will  also  have  implications  for  potential  sex  bias  in 
treatment,  given  that  females  are  overrepresented  in  the  BPD 
population.  Manipulation  of  client  gender  in  the  current 
study  will  serve  to  further  illuminate  the  impact  of  gender 
on  counselor  perceptions  of  working  alliance  and, 
potentially,  on  successful  treatment.  Results  from  the 
current  study  will  indicate  whether  clients  in  general,  and 
women  in  particular,  are  poorly  served  by  a diagnosis  of 
Borderline  Personality  Disorder. 


CHAPTER  3 
METHOD 

The  purpose  of  the  study  was  twofold:  (a)  to 

investigate  the  effect  of  client  diagnosis  of  either 
Borderline  Personality  Disorder  (BPD)  or  Posttraumatic  Stress 
Disorder  (PTSD)  on  clinician  predictions  of  working  alliance 
(WA)  and  clinician  predictions  of  countertransference  issues 
(CTF)  and  (b)  to  investigate  the  impact  of  client  gender  on 
clinician  predictions  of  WA  and  CTF.  Specifically,  two 
hypotheses  were  tested. 

Hypothesis  1:  Clinicians  will  indicate  more  negative 

predictions  of  WA  and  CTF  for  BPD  clients  than  for  PTSD 
clients . 

Hypothesis  2:  Clinicians  will  indicate  more  negative 

predictions  of  WA  and  CTF  for  female  BPD  clients  than  for  any 
of  the  other  three  conditions  presented  (female  PTSD,  male 
BPD,  or  male  PTSD) . 

In  addition  to  the  above  hypotheses,  two  research 
questions  were  addressed. 

1.  How  do  clinician  gender,  age,  and  experience  affect 
the  negativity  of  WA  and  CTF  predictions? 
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2.  Do  clinicians  report  that  the  PTSD  diagnosis  is  more 
helpful  than  the  BPD  diagnosis  in  guiding  treatment  planning? 

Participants 

Participants  were  licensed  psychologists  randomly 
selected  from  the  1994-1995  membership  directory  of  the 
Florida  Psychological  Association.  An  initial  mail  survey 
was  sent  to  348  potential  participants.  Of  the  348  initial 
mailed  surveys,  5 were  not  delivered  and  not  forwarded 
because  of  an  incorrect  address.  Of  the  remaining  343  mail 
surveys  delivered,  218  were  returned  to  the  researcher  within 
7 weeks  of  the  initial  mailing.  The  return  of  218  of  343 
surveys  constitutes  a response  rate  of  63.6%.  Three 
additional  surveys  were  received  in  weeks  8 through  11 
following  the  initial  mailing;  data  from  these  three  surveys 
were  not  used  in  the  analyses . 

Of  the  218  surveys  received,  32  were  judged  invalid  for 
various  reasons:  incomplete  responses,  failure  to  follow 

directions,  or  inaccurate  response  to  the  manipulation  check 
(see  below)  which  indicated  a failure  to  attend  to  the 
diagnostic  label  supplied  by  the  researcher.  Therefore,  data 
from  a total  of  186  completed  surveys  were  used  in  the 
analyses.  These  186  participants  constitute  54%  of  the 
initial  participant  pool.  The  final  pool  of  participants 
consisted  of  79  females  and  107  males,  with  a mean  age  of 
48.5  years  and  a mean  number  of  years  practicing  of  16.5 
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years.  Participants  also  reported  spending  an  average  of 
more  than  11  hours  per  week  devoted  to  psychotherapy. 

Measures 

The  mail  survey  was  an  8 -page  brochure  (see  Appendix  A) 
that  consisted  of  a 6-paragraph  case  description  with  a 
supplied  diagnostic  label,  followed  by  26  items  and  a space 
for  additional  respondent  comments.  Participants  were 
directed  to  read  the  case  description  and  respond  to  items 
based  on  their  initial  impressions  evoked  by  the  description 
and  diagnosis. 

The  case  descriptions  used  in  the  mail  survey  were 
identical  to  those  used  by  Becker  and  Lamb  (1994)  in  their 
investigation  of  sex  bias  in  the  diagnosis  of  BPD  and  PTSD. 
The  case  descriptions  contain  sufficient  criteria  to  justify 
both  disorders;  they  include  a history  of  sexual  abuse  that 
can  be  interpreted  as  the  significant  trauma  that  is 
essential  to  the  PTSD  diagnosis  and/or  as  a common  historical 
feature  of  BPD.  Only  gender  of  the  client  and  diagnostic 
label  were  manipulated;  the  case  descriptions  were  identical 
in  every  other  detail.  The  cases  were  presented  in  equal 
numbers  (87  of  each)  of  four  conditions:  female  BPD,  female 

PTSD,  male  BPD,  and  male  PTSD. 

Items  1 through  12  of  the  mail  survey  were  the  Bond 
subscale  of  the  counselor  form  of  the  Working  Alliance 
Inventory  (WAI;  Horvath  & Greenberg,  1989).  Convergent 
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validity  of  the  WAI  has  been  established  through  positive 
correlations  between  WAI  scores  and  other  alliance  measures 
(Greenberg  & Adler,  1989;  Horvath  & Greenberg,  1989;  Horvath, 
1994a;  Safran  & Wallner,  1991;  Tichenor  & Hill,  1989).  For 
example,  Safran  and  Wallner  (1991)  report  correlations 
between  the  global  California  Psychotherapy  Alliance  Scales 
(CALPAS;  Marmar,  Horowitz,  Weiss,  & Marziali,  1986)  and  the 
WAI  of  .84,  .79,  and  .72  for  the  Goal,  Task,  and  Bond 

subscales,  respectively.  The  correlations  between  the  WAI 
(client's  version)  and  the  Helping  Alliance  and  the 
Vanderbilt  scales  are  also  significant  though  slightly  lower 
(Greenberg  & Adler,  1989;  Tichenor  & Hill,  1989).  The 
content  validity  of  the  WAI  rests  primarily  on  its 
development  according  to  item  ratings  by  experts  in  working 
alliance  theory  as  well  as  by  randomly  selected  licensed 
psychologists  (Horvath  & Greenberg,  1989). 

Reliability  estimates  for  the  WAI,  based  on  item 
homogeneity  (Cronbach's  Alpha)  range  from  .93  to  .84  (Horvath 
& Greenberg,  1989;  Horvath,  1994a).  Reliability  estimates 
for  the  subscales  are  lower  (.92  to  .68),  but  adequate. 
Test-retest  reliability  for  the  whole  scale  across  a 3 -week 
interval  is  .80  (Horvath,  1994a).  Reliability  estimates 
taken  together  during  the  past  decade  of  the  scale's  use 
support  the  scale's  reliability  (Horvath,  1994a,  1994b). 

The  three  WAI  dimensions,  Bond,  Goal,  and  Task,  are 
strongly  correlated.  Subscale  intercorrelations  ranging  from 
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the  low  .60s  to  the  high  .80s  have  been  reported  (Horvath  & 
Greenberg,  1989;  Horvath,  1994a;  Safran,  & Wallner,  1991; 
Tichenor  & Hill,  1989;  Tracey  & Kokotovic,  1989). 

The  Bond  subscale  of  the  WAI,  used  in  the  current  study, 
assesses  the  degree  to  which  the  counselor  and  the  client 
experience  a mutual  trust,  understanding,  and  generally 
positive  interaction.  The  subscale  was  chosen  in  lieu  of  the 
full  3 6- item  WAI  both  because  of  the  high  correlation  between 
the  three  subscales  of  the  WAI  and  because  use  of  the 
subscale  resulted  in  a participant  response  time  of  under 
five  minutes.  Additionally,  assessment  of  the  Bond  component 
of  the  working  alliance,  as  opposed  to  the  Task  or  Goal 
components,  was  judged  to  be  most  salient  to  effective 
therapy  with  BPD  (Gelso  & Carter,  1994;  Mallinckrodt , Coble, 

& Gantt,  1995) . The  Bond  subscale  consists  of  12  statements 
which  the  participant  (counselor)  is  asked  to  rate  on  a 7- 
point  Likert- type  scale  according  to  frequency.  For  example, 
in  response  to  the  statement,  "I  will  feel  uncomfortable  with 
this  client, " a choice  of  2 indicates  that  the  counselor 
predicts  that  he  will  rarely  feel  this  way,  while  a choice  of 
6 indicates  that  he  predicts  that  he  will  very  often  feel 
this  way. 

Items  13  through  20  of  the  mail  survey  were  the 
Countertransference  Scale  (CTF) . The  CTF  was  written  by  the 
researcher  to  assess  the  intensity  of  countertransference 
issues.  The  eight  CTF  items  were  based  on  a review  of  the 
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literature  which  discusses  countertransf erence  with  BPD 
patients  (Bongar  et  al . , 1991;  Chessick,  1993;  Gabbard,  1991; 
Greene  et  al . , 1986;  Gunderson  & Singer,  1977;  Kernberg, 

1976;  Masterson,  1990;  Nadelson,  1977;  Schaffer,  1990; 

Shapiro,  1978) . Descriptions  in  the  literature  of 
countertransference  responses  to  borderline  patients  were 
subjectively  analyzed  and  categorized  as  follows:  heightened 

anxiety  (item  13);  feelings  of  guilt  (item  14);  worry  about 
the  client's  inflicting  harm  on  self  or  others  (item  15); 
feelings  of  anger,  hostility,  rage,  or  frustration  (item  16); 
feelings  of  dread,  including  therapist  distance  and 
unwillingness  to  engage  or  pursue  treatment  (item  17) ; 
feelings  of  resentment  for  extra  time  or  effort  involved  in 
treatment  (item  18);  feelings  of  doubt  about  competence  (item 
19);  and  pessimism  about  the  efficacy  of  psychotherapeutic 
treatment  (item  20).  Additionally,  the  literature  describes 
the  countertransference  response  of  vulnerability  to  sexual 
seduction.  This  response  was  not  included  in  the  CTF  scale 
in  order  to  avoid  differential  responses  from  same-sex 
counselor-client  dyads  versus  opposite-sex  dyads.  No 
previous  validity  or  reliability  data  are  available  for  these 
CTF  scale  items;  they  were  composed  rationally  based  on 
theory,  clinical  observation,  and  face  validity  and  are  to  be 
considered  experimental  items. 

The  CTF  items  are  statements  to  which  the  clinician 
responds  with  a frequency  rating.  For  example,  in  response 
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to  the  statement,  "This  client  will  make  me  doubt  myself  at 
times,"  a choice  of  1 indicates  that  the  participant  predicts 
that  she  will  never  feel  this  way,  while  a choice  of  7 
indicates  that  she  predicts  that  she  will  always  feel  this 
way. 

Item  21  served  as  a manipulation  check;  participants 
were  asked  to  write  in  the  diagnosis  supplied  for  their  case 
description.  Item  22  addressed  the  research  question 
regarding  the  utility  of  the  supplied  diagnosis.  Items  23 
through  26  assessed  demographic  data.  The  final  page  of  the 
brochure  was  left  blank  except  for  a direction  to  make  any 
optional  comments  in  response  to  the  survey  and  an  expression 
of  thanks. 

Procedure 

In  order  to  maximize  the  expected  return  rate,  the  mail 
survey  was  designed  and  conducted  according  to  many  of  the 
guidelines  found  in  D.  A.  Dillman's  (1978)  Mail  and  Telephone 
Surveys:  The  Total  Design  Method.  According  to  Di liman, 

mail  surveys  are  highly  successful  if  recipients  perceive  the 
mailing  to  be  a personalized  appeal  for  expert  knowledge  in  a 
personally  relevant  field.  Although  many  of  Dillman's 
suggestions  were  modified  because  of  budget  constraints, 
adherence  to  the  basic  tenets  of  the  Total  Design  Method  did 
result  in  an  excellent  rate  of  return  (63.6%) . Following  is 
a step-by-step  outline  of  the  mail  survey  procedure  used  in 
this  study: 
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1.  A database  of  names,  titles,  and  addresses  of  348 
licensed  psychologists,  randomly  selected  from  the  1994-1995 
membership  directory  of  the  Florida  Psychological 
Association,  was  compiled  and  entered  into  a computer  word 
processor  with  print-merge  capabilities.  Address  labels  were 
not  used  because  use  of  impersonal  labels  tends  to  lower 
participant  response  (Dillman,  1978) . 

2.  A cover  letter  (see  Appendix  B)  was  composed  that 
consisted  of  an  appeal  to  professional  colleagues  for 
assistance.  The  letter  also  included  informed  consent  and 
the  names  and  addresses  of  the  principal  researcher  and 
supervisor.  Each  letter  was  individually  print-merged  using 
university  departmental  stationery;  each  participant's  name, 
address,  and  title  appeared  at  the  top  of  the  letter  and  in 
the  salutation.  The  principal  researcher  signed  each  letter 
by  hand  using  a contrasting  ink  color. 

3 . The  mail  survey  was  designed  to  appeal  aesthetically 
and  to  emphasize  its  professional  importance.  The  survey  was 
compiled  in  brochure  format,  with  professional  graphics  and 
typesetting,  and  was  folded  and  stapled  into  an  8-page 
booklet.  The  layout  of  the  survey  brochure  was  designed 
according  to  Dillman' s suggestions  that  it  appear  brief, 
manageable,  and  allow  plenty  of  "white  space"  for  spontaneous 
participant  comments.  The  finished  brochure  met  the  weight 
requirements  for  first-class  postage,  was  small  enough  to  fit 
into  a 6-3 /4-inch  business  reply  envelope  (which  was  included 
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in  the  mailings) , and  brief  enough  to  keep  the  response  time 
at  an  average  of  less  than  5 minutes.  Pilot  testing  on  11 
graduate  students  in  counseling  psychology  in  March  1995 
established  an  average  response  time  of  4.9  minutes. 

4.  The  survey  brochures  were  printed  according  to  four 
different  formats,  reflecting  the  four  conditions  of  the 
research  design  (case  descriptions  of  female  BPD,  female 
PTSD,  male  BPD,  and  male  PTSD) . 

5.  The  brochures  were  numbered  in  the  upper  right-hand 
corner  for  mailing  purposes  only  in  order  to  avoid  sending 
follow-up  reminders  unnecessarily.  An  explanation  of  the 
numbering,  as  well  as  assurance  of  confidentiality,  was 
included  in  the  cover  letter.  A master  list  of  numbers  and 
participants ' names  was  kept  separate  from  later  survey 
results . The  results  were  never  attached  to  participant 
names . 

6.  Outer  envelopes  were  standard  letter-size  university 
departmental  stationery.  Each  envelope  was  individually 
print-merged  resulting  in  a personalized  address  and  then 
individually  stamped  with  first-class  postage.  Bulk  mailing 
was  not  used  because  it  tends  to  lower  participant  response 
(Di liman,  1978 ) . 

7.  The  initial  mailing,  consisting  of  a survey 
brochure,  a business  reply  envelope,  a cover  letter,  and  an 
outer  envelope,  was  posted  on  June  6,  1995,  to  all 
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participants  (N  = 348) . Five  mailings  were  returned  as 
unable  to  be  delivered. 

8.  A second  mailing,  an  individually  addressed  and 
signed  postcard  reminder  (see  Appendix  C) , was  posted  first- 
class  1 week  later  and  sent  to  all  participants  (N  = 343) . 

9.  A third  mailing,  again  first-class,  was  sent  3 weeks 
following  the  initial  mailing  only  to  those  participants 
whose  responses  had  not  yet  been  received  (N  = 177) . This 
mailing  consisted  of  a replacement  brochure,  a business  reply 
envelope,  an  outer  envelope,  and  a revised  cover  letter  (see 
Appendix  D) . 

10.  Seven  weeks  following  the  initial  mailing,  data 
collection  was  terminated.  At  this  point,  218  responses  had 
been  received.  Three  additional  surveys  were  received  in  the 
following  4 weeks;  these  surveys  were  discarded  and  not  used 
in  the  data  analyses . 


CHAPTER  4 
RESULTS 

Mail  Results 

Three  hundred  and  forty-eight  (348)  surveys  were  mailed 
first  class  on  June  6,  1995.  Of  these  348,  5 were  returned 
as  nondeliverable.  Therefore,  a total  of  343  were  delivered 
to  participants  who  had  been  randomly  selected  from  the  1994- 
1995  membership  directory  of  the  Florida  Psychological 
Association.  Two  follow-up  mailings  were  conducted, 
resulting  in  a final  response  rate  of  218  returned  out  of  343 
delivered,  or  63.6%.  A breakdown  of  responses  to  the  three 
mailings,  derived  from  return  postmark  dates,  follows. 

A total  of  99  responses,  or  45%  of  the  final  response 
pool,  was  received  immediately  following  the  first  mailing. 

A second  mailing,  a reminder  postcard,  was  mailed  on  June  13 
(1  week  after  the  initial  mailing)  to  all  participants.  A 
total  of  67  responses,  or  31%  of  the  final  response  pool,  was 
received  immediately  following  the  second  mailing.  The 
aggregate  response  rate  from  one  initial  mailing  and  one 
reminder  postcard  was  166  returned  out  of  343  delivered,  or 
48%. 
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A final  follow-up,  consisting  of  a replacement  brochure 
and  revised  cover  letter,  was  mailed  on  June  27  (3  weeks 
after  the  initial  mailing)  to  the  177  remaining  participants 
who  had  not  yet  responded.  Data  collection  was  terminated  on 
July  25  (7  weeks  after  the  initial  mailing) . A total  of  52 
responses,  or  24%  of  the  final  response  pool,  was  received 
following  the  third  mailing.  Only  three  additional  surveys 
were  received  in  the  following  4 weeks;  these  were  not  used 
in  the  data  analyses . 

Because  the  third  mailing  included  a complete 
replacement  brochure  and  letter-size  first-class  postage,  its 
cost  per  item  was  equal  to  the  cost  per  item  of  the  initial 
mailing.  Cost  analysis  indicates  that  the  cost  of  the  third 
mailing  may  not  be  justified;  comparable  results  at  equal 
postage  and  printing  costs  would  be  projected  for  a larger 
first  and  second  mailing.  In  other  words,  an  initial  mailing 
of  450  surveys,  and  a single  follow-up  of  450  postcards, 
would  result  in  a comparable  response  size,  though  a lower 
response  rate  (about  216  responses  at  a projected  response 
rate  of  48%) . The  postage  and  printing  costs  would  be 
comparable;  however,  the  savings  in  manual  labor  (composing 
and  printing  a revised  cover  letter,  revising  mail  lists)  and 
time  would  be  considerable.  For  instance,  the  response  time 
would  be  reduced  from  7 to  3 weeks . 

Of  the  218  surveys  returned,  186  were  judged  to  be  valid 
for  use  in  data  analyses.  The  32  surveys  not  included  in  the 
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data  analyses  were  rejected  because  of  the  following  reasons, 
listed  in  order  of  frequency  of  occurrence:  failure  to  pass 

the  manipulation  check,  incomplete  responses,  and  failure  to 
follow  directions.  The  186  surveys  used  in  the  data  analyses 
reflect  adequate  cell  sizes  for  the  experimental 
manipulation:  47  Female  BPD,  52  Female  PTSD,  43  Male  BPD,  44 

Male  PTSD. 

Data  Analyses 

Descriptive  Statistics 

Participants  were  186  psychologists  randomly  selected 
from  the  1994-1995  membership  directory  of  the  Florida 
Psychological  Association.  Participants  were  79  females  and 
107  males.  They  had  a mean  age  of  48.5  years,  with  a range 
of  29  to  82  years.  Participants  reported  a mean  number  of 
years  of  practice  experience  of  16.5  years,  with  an  average 
number  of  hours  devoted  to  psychotherapy  per  week  of  more 
than  11.  Demographic  data  support  the  assumption  that  the 
results  are  representative  of  opinions  of  therapy-experienced 
psychologists  in  the  state  of  Florida. 

The  composite  mean  Working  Alliance  Inventory,  Bond 
Subscale  (WAI,  see  Appendix  A,  items  1-12)  score  was  4.98, 
with  a range  from  2.5  to  6.6,  on  a scale  in  which  1 indicates 
most  negative  and  7 indicates  most  positive.  The  composite 
mean  Countertransference  Scale  (CTF,  see  Appendix  A,  items 
13-20)  score  was  4.55,  with  a range  from  2.0  to  6.8,  on  the 


same  scale. 


50 


Reliability  and  Validity  of  CTF 

Because  the  CTF  was  written  by  the  researcher  and  is 
considered  experimental,  analyses  of  reliability  and  validity 
were  conducted.  Analysis  of  responses  to  the  CTF  indicated 
that  the  CTF  items  exhibited  adequate  internal  reliability 
(Cronbach's  alpha  = .85).  Convergent  validity  for  the  CTF 
was  established  based  on  its  high  correlation  with  the 
Working  Alliance  Inventory,  Bond  subscale  (WAI)  scores  (r  = 
.65) . To  further  investigate  the  validity  of  the  CTF  items, 
a principal  components  factor  analysis  was  conducted  on  all 
eight  CTF  items . Based  on  the  scree  plot  and  close 
approximation  of  simple  structure  (Thurstone,  1947) , a single 
factor  solution  was  supported,  accounting  for  49.4%  of  the 
variance.  Therefore,  it  is  appropriate  to  say  that  the  CTF 
is  measuring  a single,  latent  variable.  The  validity  of  the 
CTF  as  a measure  of  clinician  countertransference  is 
supported  by  these  analyses . 

Hypothesis  1 

To  investigate  Hypothesis  1,  that  clinicians  will 
indicate  more  negative  Working  Alliance  Inventory  (WAI)  and 
Countertranf erence  Scale  (CTF)  scores  for  BPD  clients  than 
for  PTSD  clients,  WAI  scores  were  analyzed  with  a 2 
(diagnosis:  BPD  vs.  PTSD)  x 2 (client  gender)  between- 

subjects  analysis  of  variance  (ANOVA) . Supporting  Hypothesis 
1,  a diagnosis  main  effect  was  observed  for  WAI,  F(l,  182)  = 
10.48,  p = .0014.  This  finding  indicates  that  working 
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alliance  predictions  from  those  clinicians  evaluating  BPD 
clients  were  lower  (M  = 4.82),  or  more  negative,  than 
predictions  from  those  evaluating  PTSD  clients  (M  = 5.13). 

No  other  effects  from  the  ANOVA  were  significant. 

Additionally,  CTF  scores  were  analyzed  with  a 2 
(diagnosis:  BPD  vs.  PTSD)  x 2 (client  gender)  between- 

subjects  analysis  of  variance  (ANOVA) . A diagnosis  main 
effect  was  also  observed  for  CTF,  F(l,  182)  = 13.73,  p = 

.0003,  indicating  that  countertransference  predictions  were 
lower  (M  = 4.31),  or  more  negative,  from  those  clinicians 
evaluating  BPD  clients  than  from  those  evaluating  PTSD 
clients  (M  = 4.79).  No  other  effects  from  the  ANOVA  were 
significant.  Therefore,  Hypothesis  1 was  supported. 
Clinicians  report  more  negative  predictions  of  working 
alliance  and  countertransference  with  clients  who  are 
diagnosed  with  borderline  personality  disorder  than  with 
clients  who  are  diagnosed  with  posttraumatic  stress  disorder. 
Hypothesis  2 

Hypothesis  2 stated  that  clinicians  will  indicate  more 
negative  WAI  and  CTF  predictions  for  female  BPD  clients  than 
for  any  of  the  other  three  conditions  in  the  study  (Female 
PTSD,  Male  BPD,  or  Male  PTSD) . The  WAI  was  tested  by 
conducting  a complex  planned  contrast  of  the  participant  mean 
WAI  score  in  the  female  BPD  condition  to  the  participant  mean 
WAI  score  in  the  other  three  conditions.  This  planned 
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contrast  was  not  significant,  F(l,  182)  = 1.52,  p > .20. 
Analysis  of  WAI  scores  did  not  support  Hypothesis  2 . 

Additionally,  CTF  was  tested  by  conducting  a complex 
planned  contrast  of  the  participant  mean  CTF  score  in  the 
female  BPD  condition  to  the  participant  mean  CTF  score  in  the 
other  three  conditions.  This  planned  contrast  was 
significant,  F(l,  182)  =4.83,  p < .03.  Therefore, 

Hypothesis  2 was  partially  supported,  in  that  predictions  of 
countertransference,  but  not  of  working  alliance,  were  more 
negative  for  female  BPD  clients  than  for  any  other  client 
presented  in  the  study. 

Gender  of  Clinician  and  Working  Alliance 

A research  question  addressed  the  issue  of  how  the 
gender  of  the  clinician  affects  predictions  of  working 
alliance.  To  investigate  this  question,  WAI  scores  were 
analyzed  with  a 2 (diagnosis:  BPD  vs.  PTSD)  x 2 (client 

gender)  x 2 (gender  of  clinician)  between-subj ects  analysis 
of  variance  (ANOVA) . Supporting  Hypothesis  1,  a diagnosis 
main  effect  was  observed  for  WAI,  F(l,  178)  = 9.96,  p= 

.0019,  indicating  that  WAI  predictions  were  lower,  or  more 
negative,  from  those  evaluating  a BPD  client  (M  = 4.82)  than 
from  those  evaluating  a PTSD  client  (M  = 5 . 13 ) . This  main 
effect,  however,  was  qualified  by  a significant  Diagnosis  x 
Client  Gender  x Gender  of  Clinician  interaction,  F(l,  178)  = 
6.97,  p = .009.  No  other  effects  of  the  ANOVA  were 
significant . 
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Simple  effects  tests  were  conducted  to  interpret  the 
three-way  interaction  of  Diagnosis  x Client  Gender  x Gender 
of  Clinician.  Simple  effects  test  revealed  that  male 
clinicians  reported  more  positive  WAI  predictions  for  the 
male  PTSD  condition  than  for  the  male  BPD  condition,  F(l, 

182)  =8.87,  p < .01.  However,  male  clinicians  had 
statistically  equal  WAI  predictions  for  the  female  PTSD  and 
the  female  BPD  conditions,  F(l,  182)  = .09,  p > -75.  Female 
clinicians,  on  the  other  hand,  had  more  positive  WAI 
predictions  for  the  female  PTSD  condition  than  for  the  female 
BPD  condition,  F(l,  182)  = 9.20,  p < .01.  However,  female 
clinicians  had  statistically  equal  WAI  predictions  for  the 
male  PTSD  and  the  male  BPD  conditions,  F(l,  182)  = .46,  p > 
.50.  In  other  words,  male  clinicians  had  more  positive 
working  alliance  predictions  for  PTSD  clients  than  for  BPD 
clients  only  when  the  client  was  male,  whereas  female 
clinicians  had  more  positive  working  alliance  predictions  for 
PTSD  clients  than  for  BPD  clients  only  when  the  client  was 
female  (see  Table  1) . 

The  finding  of  the  three  way  interaction  of  Diagnosis  x 
Client  Gender  x Gender  of  Clinician  prompted  further 
investigation  of  Hypothesis  2,  which  stated  that  WAI 
predictions  for  female  BPD  clients  would  be  more  negative 
than  for  any  other  condition  in  the  study.  Hypothesis  2 was 
tested  separately  for  male  and  female  clinicians  by 
conducting  a complex  planned  contrast  of  clinicians ' mean  WAI 
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Table  1 

Mean  WAI  Scores  as  a Function  of  Diagnosis,  Client  Gender, 
and  Gender  of  Clinician 


Gender  of 
Participants 

Gender  of 
Client 

Diagnosis 

BPD 

PTSD 

Male 

Female 

5. 01a 

4.95ab 

n=29 

n=25 

Male 

4 . 68a 

5 . 22b 

n=24 

n=29 

Female 

Female 

4.65a 

5.26b 

n=18 

n=27 

Male 

4.86ab 

5 . 02b 

n=19 

n=15 

Note:  All  subscripts  reflect  orthogonal  comparisons.  Means 

not  sharing  a subscript  significantly  differ,  p < .05. 

scores  in  the  female  BPD  condition  to  the  other  three 
conditions  (Female  PTSD,  Male  BPD,  and  Male  PTSD) . This 
planned  contrast  was  not  significant  for  male  clinicians, 

F ( 1 , 103)  = .13,  p > .71,  but  was  significant  for  female 
clinicians,  F(l,  75)  = 5.01,  p < .03.  This  finding  indicates 
that  only  female  clinicians  had  more  negative  predictions  for 
female  BPD  clients  than  for  any  other  client  presented. 

The  Diagnosis  x Client  Gender  x Gender  of  Clinician 
interaction  suggested  that  male  clinicians  had  more  negative 
predictions  for  male  BPD  clients  than  for  any  other  client 
presented.  This  revision  of  Hypothesis  2 was  tested  and 
confirmed  by  a complex  contrast  of  male  clinicians ' mean  WAI 
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scores  in  the  male  BPD  condition  to  the  other  three 
conditions  (Male  PTSD,  Female  BPD,  and  Female  PTSD) . This 
contrast  was  significant,  F(l,  103)  = 6.04,  2 < -02, 
indicating  that  male  clinicians  did  have  less  positive 
predictions  for  male  BPD  clients  than  for  any  other  client 
presented.  Female  clinicians,  on  the  other  hand,  did  not 
feel  more  negatively  toward  male  BPD  clients  than  toward  any 
other  client  presented,  F(l,  75)  = .44,  p > .50.  Therefore, 
these  findings  support  a revision  of  Hypothesis  2: 

Clinicians  report  more  negative  working  alliance  predictions 
for  same-gender  BPD  clients  than  for  any  other  client 
presented  in  the  study. 

Gender  of  Clinician  and  Countertransference 

A research  question  addressed  the  issue  of  how  the 
gender  of  the  clinician  affects  predictions  of 
countertransference.  To  investigate  this  question,  CTF 
scores  were  analyzed  with  a 2 (diagnosis:  BPD  vs.  PTSD)  x 2 

(client  gender)  x 2 (gender  of  clinician)  between-subj ects 
analysis  of  variance  (ANOVA) . Similarly  to  the  WAI  findings, 
a diagnosis  main  effect  was  also  observed  for  CTF,  F(l,  178) 

= 12.73,  p = .0005,  indicating  that  CTF  predictions  were  more 
negative  for  BPD  clients  (M  = 4.31)  than  for  PTSD  clients  (M 
= 4.79) . No  other  effects  from  the  ANOVA  reached 
conventional  levels  of  significance  (alpha  level  = .05). 

The  Diagnosis  x Client  Gender  x Gender  of  Clinician 
interaction  that  was  observed  for  WAI  just  fell  short  of 
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statistical  significance  for  CTF,  F(l,  178)  = 2.62,  p = .11. 
Even  so,  simple  effects  tests  of  cell  means  showed  the  same 
pattern  of  significant  differences  for  CTF  as  for  WAI  (see 
Table  2) . Again,  male  clinicians  had  more  negative  CTF 
predictions  for  male  BPD  clients  than  for  male  PTSD  clients 
F ( 1 , 103)  = 9.94,  p < .01,  but  had  statistically  equal 
predictions  for  female  BPD  and  female  PTSD  clients,  F(l,  103) 
= .36,  p > .50.  Similarly,  female  clinicians  had  more 
negative  CTF  predictions  for  female  BPD  clients  than  for 
female  PTSD  clients,  F(l,  75)  =5.16,  p<  .05,  but  had 
statistically  equal  predictions  for  male  BPD  and  male  PTSD 
clients,  F(l,  75)  = 1.50,  p > .20. 

Table  2 

Mean  CTF  Scores  as  a Function  of  Diagnosis.  Client  Gender, 
and  Gender  of  Clinician 


Gender  of 
Participants 

Gender  of 
Client 

Diagnosis 

BPD 

PTSD 

Male 

Female 

4.46a 

4.61^ 

P 

ii 

to 

n=25 

Male 

4 . 23a 

5.03b 

n=24 

n=29 

Female 

Female 

4 • 03a 

4.67b 

n=18 

n=27 

Male 

4.42^ 

4 . 81b 

n=19 

n=15 

Note : All  subscripts  reflect  orthogonal  comparisons.  Means 

not  sharing  a subscript  significantly  differ,  p < .05. 
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In  the  same  way  that  WAI  was  investigated,  CTF  scores 
were  further  investigated  by  conducting  complex  contrasts  to 
determine  whether  female  clinicians'  CTF  ratings  were  more 
negative  for  female  BPD  clients  than  for  any  other  client 
condition  presented.  Male  clinicians'  CTF  ratings  were  also 
investigated  to  determine  whether  their  ratings  for  male  BPD 
clients  were  more  negative  than  for  any  other  client 
condition  presented.  Results  for  CTF  followed  the  same 
pattern  as  for  WAI.  Female  clinicians  had  more  negative  CTF 
predictions  for  female  BPD  clients  than  for  any  other  client, 
F ( 1 , 75)  = 5.71,  p < .02,  whereas  male  clinicians  did  not 
have  significantly  different  CTF  predictions  for  female  BPD 
clients  than  for  any  other  client  presented,  F(l,  103)  = .69, 
p > .40.  Similarly,  male  clinicians  had  more  negative  CTF 
predictions  for  male  BPD  clients  than  for  any  other  client 
presented,  F(l,  103)  = 4.90,  p < .03,  whereas  female 
clinicians  did  not  have  significantly  different  predictions 
for  male  BPD  clients  than  for  any  other  client  presented, 

F ( 1 , 75)  = .12,  p > .70.  To  summarize,  these  findings 
provide  additional  support  for  the  revision  of  Hypothesis  2 : 
Clinicians  report  more  negative  countertransference,  as  well 
as  working  alliance,  predictions  for  same-gender  BPD  clients 
than  for  any  other  client  presented  in  the  study. 

Other  Clinician  Variables 

The  research  question  regarding  the  effect  of  clinician 
variables  (age,  years  of  experience,  and  weekly  time  devoted 
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to  psychotherapy)  on  WAI  and  CTF  predictions  was 
investigated;  correlations  are  presented  in  Table  3 . None 
of  these  variables  correlated  with  WAI,  and  only  age  and 
years  of  experience  correlated  with  CTF. 

Table  3 

Correlations  Among  the  Continuous  Variables 


WAI 

CTF 

Utility 

Age 

Years 

CTF 

* * * 

Utility 

-.03 

-.14  + 

Age 

.05 

.18* 

-.09 

Years 

-.02 

.16* 

-.17* 

. 80*** 

Hours /week 

-.04 

-.08 

.04 

- .23** 

- .29*** 

Note:  + p < 

.10.  * e 

< .05. 

**  p < . 01 . 

***  p < . 

001. 

To  test  whether  years  of  experience  interacted  with  the 
independent  variables  in  influencing  CTF,  a 2 (diagnosis: 

BPD  vs.  PTSD)  x 2 (client  gender)  x 2 (gender  of  clinician) 
be tween-subjects  analysis  of  covariance  (ANCOVA)  was 
conducted,  with  years  practicing  as  the  covariate.  This 
ANCOVA  revealed  no  significant  effects. 

To  test  whether  age  interacted  with  the  independent 
variables  in  influencing  CTF,  a 2 (diagnosis:  BPD  vs.  PTSD) 

x 2 (client  gender)  x 2 (gender  of  clinician)  between- 
subjects  analysis  of  covariance  (ANCOVA)  was  conducted,  with 
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age  as  the  covariate.  A significant  Diagnosis  x Client 
Gender  interaction  was  found,  F(l,  183)  = 4.24,  p = -04, 
qualified  by  a significant  Diagnosis  x Client  Gender  x Age 
interaction,  F(l,  176)  =4.60,  2 = .03.  As  shown  in  Table  4, 
CTF  positively  correlates  with  age  only  for  male  clinicians 
evaluating  a BPD  client  and  for  female  clinicians  evaluating 
a PTSD  client.  Therefore,  older  male  clinicians  tend  to  have 
less  negative  CTF  predictions  for  BPD  clients  than  do  younger 
male  clinicians,  and  older  female  clinicians  tend  to  have 
less  negative  CTF  predictions  for  PTSD  clients  than  do 
younger  female  clinicians. 


Table  4 


tif  as  a function  or  uiaanosis,  benaer  or  cxinicxun,  unu  Aye 
of  Clinician 

Gender  of 

Correlation 

Clinician 

Diagnosis 

Mi 

n 

with  Age 

Male 

BPD 

4.31 

52 

.28* 

PTSD 

4.81 

54 

.05 

Female 

BPD 

4.19 

37 

.13 

PTSD 

4.84 

41 

.30* 

Note : * p < . 05 . 

Adjusted  for  the  influence  of  age  (i.e.,  least  square  means). 


Utility  of  Diagnosis 


The  research  question  regarding  the  reported  utility  of 
the  PTSD  vs.  the  BPD  diagnosis  was  investigated  using  a one- 
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tailed  t-test  with  significant  results,  t (182)  = 4.03,  p < 
.0001.  Clinicians  who  responded  to  a PTSD  case  rated  the 
utility  of  the  diagnosis  higher  than  did  clinicians  who 
responded  to  a BPD  case  (M  = 4.68,  n=88,  and  M = 3.75,  n=  95, 
respectively) . 

Summary  of  Results 

In  summary,  Hypothesis  1,  that  clinicians  will  have  more 
negative  working  alliance  and  countertransference  predictions 
for  BPD  clients  than  for  PTSD  clients,  was  supported. 
Hypothesis  2,  that  clinicians  will  have  more  negative  working 
alliance  and  countertransference  predictions  for  female  BPD 
clients  than  for  any  other  client  presented,  was  partially 
supported.  Clinicians  report  more  negative 
countertransference  predictions,  but  not  more  negative 
working  alliance  predictions,  for  female  BPD  clients  than  for 
any  other  client  presented. 

Additionally,  investigation  of  the  impact  of  clinician 
gender  on  predictions  of  working  alliance  and 
countertransference  indicated  that  clinicians  have  more 
negative  predictions  of  both  working  alliance  and 
countertransf erence  for  BPD  clients  of  the  same  gender.  Male 
clinicians  have  more  negative  predictions  for  male  BPD 
clients  than  for  any  other  client  presented,  and  female 
clinicians  have  more  negative  predictions  for  female  BPD 
clients  than  for  any  other  client  presented. 
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Investigation  of  clinician  variables  resulted  in  the 
finding  that  older  male  clinicians  tend  to  have  less  negative 
countertransference  predictions  for  BPD  clients  than  do 
younger  male  clinicians.  And  older  female  clinicians  tend  to 
have  less  negative  countertransference  predictions  for  PTSD 
clients  than  do  younger  female  clinicians.  Finally, 
clinicians  rate  the  utility  of  the  PTSD  diagnosis  in  guiding 
treatment  as  significantly  higher  than  the  utility  of  the  BPD 
diagnosis . 


CHAPTER  5 
DISCUSSION 

The  most  surprising,  and  potentially  the  most  impactful, 
result  of  this  investigation  is  the  finding  that  clinicians 
report  a same-gender  bias  in  response  to  the  diagnosis  of 
BPD . It  was  expected  that  clinicians  would  indicate  a biased 
response  to  the  BPD  diagnosis;  it  was  not  expected  that  this 
bias  would  belong  exclusively  to  clinicians  evaluating 
clients  of  their  same  gender.  Although  Hypothesis  1 was 
supported,  in  that,  overall,  clinicians  reported  more 
negative  working  alliance  and  countertransference  predictions 
for  BPD  clients  than  for  PTSD  clients,  subsequent  analyses 
indicated  that  this  hypothesis  was  misleading.  This  study's 
results,  taken  as  a whole,  support  a more  specific  hypothesis 
of  same-gender  bias . 

In  other  words,  contrary  to  much  of  the  literature 
speculating  a general  bias  against  female  borderlines  (Becker 
& Lamb,  1994;  Carmen  et  al . , 1984;  Courtois,  1988;  Herman, 
1992),  male  clinicians  do  not  report  more  negative 
predictions  for  working  alliance  and  countertransference  for 
female  borderlines  than  for  female  PTSD  clients,  male  PTSD 
clients,  or  male  borderlines.  The  fear  that  women  who  are 
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diagnosed  as  BPD  will  be  disadvantaged  and  poorly  served  by 
male  therapists  who  will  likely  disparage  the  clients' 
ability  to  form  a therapeutic  bond  is  not  supported  by  this 
research.  It  must  be  noted,  however,  that  these  results  are 
limited  to  male  psychologists  responding  to  an  analogue 
design;  the  broad  spectrum  of  mental  health  providers  with 
whom  the  borderline  comes  in  contact  are  not  represented  in 
the  participant  pool.  Psychiatrists,  for  instance,  have  been 
found  to  differ  significantly  from  psychologists  in  clinical 
judgment.  For  example,  Becker  and  Lamb  (1994)  found  that 
psychiatrists  were  significantly  less  likely  than  their 
psychologist  counterparts  to  rate  case  studies  (identical  to 
those  used  in  this  study)  high  for  the  applicability  of  the 
PTSD  diagnosis. 

The  finding  of  a same-gender  bias  in  response  to  the  BPD 
diagnosis  raises  important  questions  about  what  patterns  of 
interaction  might  be  expected  when  a female  therapist  engages 
a female  with  borderline  characteristics  in  therapy  or  when  a 
male  therapist  engages  a male  with  borderline 
characteristics.  For  example,  what  makes  female  therapists 
more  pessimistic  and  negative  about  working  with  female  BPDs 
than  with  male  BPDs?  It  may  be  that  clients  are,  in  fact, 
more  "difficult"  with  same-gender  therapists:  more 

challenging,  more  competitive,  more  likely  to  successfully 
achieve  a projective  identification.  The  "sameness"  of 
gender  may  facilitate  a more  intense  projective 
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identification.  When  the  client  perceives  the  therapist  as 
more  "like  me,"  then  the  client,  who  has  a debilitating  self- 
image,  may  more  readily  project  that  sense  of  self-loathing 
onto  the  therapist.  When  the  therapist  perceives  the  client 
as  more  "like  me,"  then  the  therapist  may  more  readily 
accept,  or  identify  with,  the  projection. 

Additionally,  or  alternatively,  these  same-gender  bias 
results  may  indicate  a countertransference  phenomenon. 
Therapists  may  be  more  vulnerable  to  same-gender  clients; 
therapists  may  be  less  tolerant  of  weakness,  dependency, 
manipulation,  or  seduction  from  a same-gender  client  because 
such  a client  would  evoke  anxiety  about  gender-appropriate 
roles  or  stereotypical  gender-linked  weaknesses.  To 
illustrate,  a female  therapist  may  be  quite  tolerant  of  a 
male  client  who  is  acting  seductively  toward  her;  this 
behavior  is  to  be  expected  both  because  it  is  typical  of  his 
intrapsychic  and  interpersonal  dynamics  and  because  seduction 
of  the  female  is  an  appropriate  gender  role  in  our  society. 
However,  the  female  therapist  may  react  with  hostility  to  the 
female  client  who  is  acting  seductively  toward  her. 

There  are  many  possible  reasons  for  this  hostility. 
First,  same-gender  seduction  may  trigger  homophobic  feelings, 
or  the  therapist,  who  is  a female  professional,  may  recall 
her  own  struggle  to  eschew  manipulative  or  seductive  ways  of 
interacting  to  which  she  was  socialized  as  a girl.  She,  like 
many  women  in  traditionally  male  careers,  may  have  been 
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criticized  for  her  feminine  ways,  her  indirect  style,  or  her 
trying  to  make  friends  with  the  boss . These  scenarios  may  be 
many  and  varied;  all  share  the  common  feature  of  the 
necessity  of  rejecting  feminine  stereotypes  in  a patriarchal 
society.  Because  the  borderline  characteristics  are  extremes 
of  traditionally  feminine  behaviors,  the  female  therapist 
treating  a female  borderline  will  likely  reexperience  her  own 
conflicts  about  forging  a feminine  identity  in  a male  world. 

As  results  indicate,  the  male  therapist  treating  the 
male  borderline  is  likely  to  experience  intense 
countertransference;  these  feelings  may,  again,  be  related  to 
gender  roles.  For  example,  the  male  therapist  treating  the 
seductive  female  borderline  will  likely  expect  her  seduction, 
interpret  it  as  appropriate  to  her  gender  and  her  diagnosis, 
and  may  even  feel,  at  some  level,  flattered.  In  contrast, 
the  male  therapist  may  react  to  the  male  borderline's 
seduction  with  hostility.  Again,  this  interaction  may  be  a 
response  to  homophobia.  Additionally,  the  male  therapist  may 
be  more  reactive  to  the  male  patient  who  fails  to  embody 
society's  male  values:  directness,  assertiveness,  and 

emotional  stability.  Because  the  borderline  traits  are 
extremes  of  traditional  feminine  roles,  the  male  therapist 
who  treats  the  male  borderline  may  reexperience  his  own  fears 
about  being  able  to  measure  up  to  society's  unrealistic  and 
rigid  expectations  for  acceptable  male  behavior. 
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This  type  of  same-gender  bias  is  not  unheard  of  in 
parenting  literature,  which  describes  how  mothers  at  times 
are  "harder"  on  their  daughters  because  of 

overidentification,  whereas  fathers  are  at  times  "harder"  on 
their  sons  (Dreikurs  & Baron,  1964;  Siegal,  1987) . Given  the 
parental  function  of  creating  a holding  environment  in 
therapy  with  the  BPD,  it  is  likely  that  therapists  will 
experience  maternal  and  paternal  countertransferences.  In 
the  same  way  that  fathers  are  more  likely  to  view  their  sons, 
rather  than  their  daughters,  as  reflections  of  their  manhood, 
so  male  therapists  may  experience  a similar  vulnerability  and 
higher  expectations  for  male  clients  than  for  female  clients. 

In  addition  to  the  same-gender  bias  in  response  to  the 
BPD  diagnosis,  this  study's  results  indicate  other  gender- 
specific  countertransference  patterns.  The  finding  that 
older  male  clinicians  tend  to  have  fewer  negative 
countertransference  predictions  for  BPD  clients  than  do 
younger  male  clinicians  is  open  to  interpretation.  What  is 
it  about  the  older  male  that  makes  him  more  tolerant  of  the 
seduction  or  manipulation  that  is  characteristic  of  the  BPD? 
It  may  be  that  older  males  have  generally  achieved  a level  of 
maturity  that  makes  them  less  vulnerable  to  the  temptation  to 
cross  professional  and  personal  boundaries,  or,  it  may  be 
that  older  male  therapists  are  more  secure  in  their 
identities  as  males  and  are  not  threatened  or  challenged  by 


seduction . 
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The  finding  that  older  female  clinicians  tend  to  have 
fewer  negative  countertransference  predictions  for  PTSD 
clients  than  do  younger  female  clinicians  likely  describes  a 
similar  maturing  process.  It  may  be  that  older  females  are 
less  vulnerable  to  the  vicarious  traumatization  that  is 
engendered  by  work  with  a PTSD  client  because  they  have  come 
to  terms  with  the  violence,  particularly  toward  female 
victims,  inherent  in  our  society.  These  clinician  age 
correlations  may  tell  us  more  about  the  development  of  the 
therapist  over  the  lifespan  than  about  the  characteristics  of 
the  clients  involved;  younger  male  therapists  may  be  more 
challenged  by  their  susceptibility  to  seduction,  whereas 
younger  female  therapists  may  be  challenged  by  the 
implications  of  accounts  of  violence  for  their  personal 
safety  and  for  the  status  of  women  in  our  culture. 

Finally,  the  robust  finding  that  clinicians  report  that 
the  PTSD  diagnosis  is  more  helpful  in  guiding  treatment  than 
the  BPD  diagnosis  supports  the  argument  that  the  BPD 
diagnosis  is  ambiguous  and  even  potentially  harmful  to  the 
client  who  may  also  fit  the  criteria  for  PTSD. 

Limitations  of  the  Study 

The  interpretation  of  the  results  of  this  study  is 
limited  primarily  by  the  validity  of  the  measures  used  in  the 
study,  the  Working  Alliance  Inventory  (WAI)  and  the 
Count ertransf erence  Scale  (CTF) . The  WAI  has  been  shown  to 
possess  adequate  content  validity,  established  by  ratings  by 
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experts  (Horvath  & Greenberg,  1989) , as  well  as  convergent 
validity,  established  by  correlations  with  other  alliance 
measures  (Tichenor  & Hill,  1989) . Additionally,  the  client 
form  of  the  WAI  has  been  shown  to  possess  adequate  predictive 
validity  in  that  WAI-client  scores  are  significantly 
correlated  with  counseling  outcome.  However,  the  counselor 
form  of  the  WAI  has  had  limited  use  in  research  and  has  not 
been  validated  as  a predictor  of  counseling  outcome  (Horvath, 
1994b) . Although  the  theoretical  and  empirical  study  of 
confirmatory  bias  (Hollon  & Kriss,  1984;  Strohmer,  Shivy,  & 
Chiodo,  1990)  indicates  that  negative  therapist  predictions 
will  negatively  impact  the  therapeutic  process,  it  would  be 
premature  to  conclude  that  WAI -Counselor  Form  scores  predict 
less  effective  treatment  and,  therefore,  poor  counseling 
outcome.  The  theoretical  link  between  counselor  predictions 
of  early  working  alliance  and  the  progress  and  outcome  of 
therapy  requires  further  investigation  before  this  link  can 
be  empirically  validated. 

The  CTF  measure  also  must  be  interpreted  with  caution; 
the  validity  of  the  CTF  as  a predictor  of  the  intensity  of 
countertransference  in  the  counseling  setting  cannot  be 
firmly  established  without  further  investigation.  However, 
reliability  data  from  this  initial  use  of  the  scale  are 
encouraging,  as  are  the  factor  analytic  and  convergent 
validity  data.  These  data  indicate  that  the  CTF  scale 
measures  an  aspect  of  the  therapeutic  relationship  that  is 
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both  separate  from  and  related  to  the  working  alliance. 
Although  results  from  the  current  study  show  that  WAI  Bond 
Subscale  scores  and  CTF  scores  are  strongly  correlated  (r  = 
.65),  the  two  measures  differentially  assess  early 
predictions  of  separate  aspects  of  the  therapeutic 
relationship.  The  scores  on  the  CTF  are  more  extreme  (i.e., 
both  more  negative  and  spanning  a broader  range)  than  the 
scores  on  the  WAI.  The  CTF  scores  fully  support  the  research 
hypotheses,  whereas  the  WAI  scores  do  not. 

It  is  likely  that  these  two  measures  have  different 
research  and  clinical  applications.  For  example,  WAI  scores 
assess  clinician  predictions  of  client  perceptions,  whereas 
CTF  scores  assess  clinician  perceptions  of  their  own  feelings 
toward  the  client.  Use  of  the  CTF  scale  in  conjunction  with 
the  WAI  may  provide  additional,  specific  information  to 
further  an  understanding  of  how  countertransference  impacts 
the  working  alliance,  and  vice  versa. 

Another  potential  limitation  of  the  study  is  its 
analogue  design.  Researchers  have  argued  that  external 
validity  is  compromised  with  the  analogue  method.  On  the 
other  hand,  the  strength  of  the  analogue  method  is  its 
internal  validity,  as  the  stimuli  are  identical  except  for 
the  manipulation  of  the  independent  variables,  in  this  case, 
diagnosis  and  gender.  The  analogue  design  allows  for  a 
conclusion  that  gender  and  diagnosis  are  conclusively 
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responsible  for  participants'  differential  judgements  about 
cases  (Smith,  1980). 

Analogue  studies  are,  by  nature,  artificial  renderings 
of  real-life  situations.  The  clinician  who  responds  to  a 
printed  case  description  and  is  asked  to  predict  emotional 
responses  is  perhaps  distanced  from  the  emotional  pull  of  the 
client,  while  this  "emotional  pull"  is  quid  pro  cruo  for 
therapy  with  the  borderline.  Thus,  it  may  be  that,  in  real- 
life  therapy  situations,  WAI  and  CTF  scores  would  be  more 
extreme.  Therefore,  the  use  of  analogue  research,  in  this 
instance,  may  actually  understate  the  case,  adding  support  to 
the  study's  significant  findings. 

It  is  interesting  that  analogue  studies  of  gender  bias 
have  tended  to  yield  nonsignificant  results  (Zeldow,  1984)  . 
The  failure  of  analogue  studies  to  confirm  the  clinical 
perception  of  gender  bias  is  surmised  to  derive,  in  part, 
from  a social  desirability  response.  In  other  words,  if  the 
intent  of  the  study  is  transparent  to  the  participant,  then 
he  or  she  will  adjust  responses  in  a manner  that  does  not 
reflect  gender  bias.  Recent  research  has  refuted  the  notion 
that  analogue  studies  are  transparent  (Lopez,  Smith, 
Wolkenstein,  & Charlin,  1993).  Lopez  et  al . propose  that 
gender  bias,  if  it  exists,  will  more  likely  be  elicited  by 
studies  which  consider  a specific  presenting  problem  thought 
to  elicit  biased  judgments.  The  fact  that  this  analogue 
study  did  indicate  significant  gender  bias  underscores,  and 
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perhaps  understates,  the  gender  bias  issues  inherent  in  the 
treatment  of  BPD. 

Implications  for  Future  Research 

Further  investigation  of  the  predictive  validity  of  the 
clinician's  initial  assessment  of  the  working  alliance  for 
the  course  of  treatment  is  necessary  in  order  to  assess  the 
full  impact  of  diagnosis  on  the  client's  successful 
treatment.  In  other  words,  results  from  the  current  study 
indicate  that  diagnosis  has  a robust  effect  on  the 
counselor's  initial  assessment  of  the  alliance,  but  does  the 
counselor's  initial  assessment  of  the  alliance  have  a robust 
effect  on  the  progress  of  treatment?  Use  of  the  counselor 
form  of  the  WAI  at  various  stages  in  therapy  with  borderline 
clients  would  illuminate  the  course  of  working  alliance  "rift 
and  repair"  that  likely  occurs  in  therapy  with  clients  who 
have  previously  failed  to  maintain  relationships. 
Investigation  of  how  interventions  affect  both  the 
counselor's  and  the  client's  perceptions  of  the  alliance 
might  offer  insight  into  how  to  circumvent  the  phenomenon  of 
confirmatory  bias. 

The  finding  of  same-gender  bias  in  WAI  and  CTF 
predictions  demands  further  investigation  before  an 
interpretation  of  the  countertransference  can  be  made.  In- 
depth  analysis  of  individual  case  studies  would  perhaps 
reveal  common  patterns  of  same-gender  interaction;  such 
information  seems  essential  to  successful  management  of  the 


72 


highly  charged  therapeutic  relationship  with  borderline 
clients.  The  high  participant  response  rate,  as  well  as  the 
high  number  of  requests  for  a summary  of  results  (43%  of 
participants) , indicate  that  clinicians  are  intrigued  and 
challenged  by  work  with  "difficult"  clients  and  are  seeking 
additional  information  to  assist  in  their  treatment. 

Finally,  these  results  call  into  question  the  validity 
of  the  borderline  personality  disorder  diagnosis  itself.  The 
finding  of  a same-gender  bias  in  response  to  the  BPD 
diagnosis  broadens  the  scope  of  feminist  calls  for  an 
alternative  diagnosis.  Both  women  and  men  are  at  risk  for 
bias,  with  potentially  harmful  implications  for  their  health 
and  well-being.  Documentation  of  this  bias  demands,  at  the 
minimum,  an  emphasis  on  accuracy  in  diagnosis  and  an 
investigation  of  the  usefulness  of  the  BPD  diagnosis  in 
clinicians'  case  conceptualization.  Do  the  benefits  of  the 
diagnosis  outweigh  the  risks?  As  confirmatory  bias  research 
suggests,  clinicians  who  are  "forewarned  and  forearmed"  will 
likely  be  less  flexible,  more  defensive,  and  less  invested  in 
working  with  a client  who  is  labeled  borderline.  As  this 
study's  findings  suggest,  in  those  instances  where 
"borderline"  symptomology  occurs  in  conjunction  with 
historical  trauma,  the  same-gender  client  will  be  more 
readily  engaged,  more  benignly  conceptualized,  and 
potentially  more  likely  to  benefit  from  treatment  when  he  or 
she  (and  it  is  most  likely  "she")  is  diagnosed  as  PTSD  rather 
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than  as  BPD.  Clinical  research  must  pursue  ways  of  avoiding 
characterological  "blaming"  of  the  client  in  order  to 
eliminate,  as  much  as  possible,  the  biases  inherent  in  our 
present  system  of  diagnostic  classification. 


APPENDIX  A 
5 -MINUTE  SURVEY 

A highly  respected  colleague  has  referred  the  following 
client  to  you  for  extended  psychotherapy.  Your  colleague  has 
diagnosed  this  client  with 

POST-TRAUMATIC  STRESS  DISORDER. 


Please  read  the  client's  brief  case  description  and 
respond  to  the  following  questions.  This  should  take  you 
approximately  5 minutes . 

Bob  is  a 2 5 -year-old  man  who  entered  therapy  "to  find  out  why  my 
relationships  never  work  out.”  He  called  to  set  up  his  first  therapy 
appointment  shortly  after  his  girlfriend  of  6 months,  Jean,  broke  up 
with  him.  Jean  had  told  him  then  that  she  could  no  longer  take  his 
jealous  tantrums  and  that  the  only  times  Bob  seemed  lively  and  animated 
had  been  when  she  was  complaining  about  him.  Bob  said  that  this  is  not 
the  first  time  a relationship  had  ended  “this  way." 

Bob  had  met  Jean  at  a friend's  party  and  they  seemed  to  hit  it  off 
right  away.  Soon  Bob  was  seeing  her  two  or  three  nights  a week  and 
spending  weekends  at  her  apartment . About  2 months  into  the 
relationship,  Jean  failed  to  call  one  evening  after  she  had  promised  to 
do  so.  When  she  telephoned  the  next  evening,  Bob  greeted  her  with 
accusations  of  betrayal  and  screamed  angry  curses  at  her.  The  next  day 
he  called  her  at  work  to  apologize  contritely,  saying  he  didn't  know 
what  got  into  him  at  times.  The  arguments  increased  in  frequency, 
sometimes  precipitated  by  events  as  minor  as  Jean's  appearing  to  glance 
at  another  man.  They  intensified  to  the  extent  that  during  one  of  them 
Bob  ripped  up  her  favorite  poster. 

After  the  relationship  ended.  Bob  reverted  to  his  old  pattern  of 
smoking  pot  every  night  and  indiscriminately  picking  up  women  in  bars . 

He  called  Jean  several  times--once  upon  waking  from  a horrifying 
nightmare  in  which  he  saw  himself  being  torn  apart  by  wild  dogs,  once  to 
see  whether  a man  might  answer  the  telephone,  and  once  threatening  to 
kill  himself  unless  Jean  agreed  to  meet  with  him  to  talk  things  over. 
During  this  time  he  not  only  experienced  familiar  feelings  of 
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worthlessness,  shame,  and  disgust,  but  became  truly  frightened  about 
what  might  happen  to  him  if  he  continued  on  this  course  of  behavior.  It 
was  this  fear  that  led  him  to  the  decision  to  begin  psychotherapy. 

Bob  says  that  in  high  school  "I  started  losing  my  motivation."  In 
junior  high,  he  had  been  both  active  and  popular.  Although  never  an 
outstanding  student,  Bob  was  hardworking  and  well-liked  by  his  teachers. 
By  sophomore  year  in  high  school,  however,  he  found  himself  indifferent 
to  school  and  spent  most  of  his  free  time  in  his  room  smoking  pot  and 
listening  to  the  radio.  He  scrapped  his  college  plans  and  lived  at  home 
while  working  at  a succession  of  sales  jobs,  two  of  which  he  left 
because  of  embarrassment  over  angry  outbursts  directed  toward  his 
supervisors.  On  another  job,  when  he  became  uncomfortable  about  sexual 
innuendos  made  by  two  co-workers,  he  poured  coffee  on  one  of  them  and 
quit  on  the  spot.  He  finds  the  work  tedious  and  his  free  time  hardly 
more  fulfilling.  It  has  been  several  years  since  he  got  any  pleasure 
from  practicing  the  piano  or  jogging--two  activities  to  which  he  used  to 
be  passionately  committed.  Bob  worries  that  he  may  never  feel 
sufficiently  motivated  to  determine  a career  path  for  himself,  and  says, 
with  a smile  of  irony,  that  "I'll  probably  die  of  AIDS  by  40  anyway,  so 
the  issue  is  really  academic.” 

Bob  also  casually  remarked  that,  when  he  was  10,  he  was  sexually 
abused  by  a next-door  neighbor  who  was  a friend  of  the  family.  The 
abuse  stopped  only  when  the  neighbor  moved  out  of  state  a year  later. 
Ever  since  he  began  living  on  his  own  he  has  always  felt  wary  of  his 
neighbors,  and  whenever  he  moves  he  immediately  has  additional  locks 
installed  on  his  front  door.  Bob  states  that  he  has  never  talked  to 
anyone  about  what  had  occurred  because  it  is  of  little  use  to  rake  up 
the  past. 

Bob  says  he  doesn't  hold  out  much  hope  that  he  will  stick  with 
therapy  and  wonders  whether  a person  with  problems  such  as  his  is  even 
capable  of  being  helped. 

l=Strongly  Agree  7=Strongly  Disagree 

DIRECTIONS:  With  the  understanding  that  your  initial 

hypotheses  about  this  client  will  be  tested  and  revised  as 
therapy  progresses,  please  indicate  your  predictions  based  on 
your  initial  impressions  formed  after  reading  this  client's 
description  and  diagnosis: 

1.  I will  feel  uncomfortable  with  this  client. 

1 2 3 4 5 6 7 

2.  I feel  I will  really  understand  this  client. 

1 2 3 4 5 6 7 

3.  I believe  that  this  client  will  like  me. 

1 2 3 4 5 6 7 

4.  I will  be  genuinely  concerned  for  this  client's  welfare. 

1 2 3 4 5 6 7 
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l=Strongly  Agree 


7=Strongly  Disagree 


5.  This  client  and  I will  respect  each  other. 

1 2 3 4 5 6 7 

6.  I feel  that  I will  not  be  totally  honest  about  my 
feelings  toward  this  client. 

1 2 3 4 5 6 7 

7.  I am  confident  in  my  ability  to  help  this  client. 

1 2 3 4 5 6 7 

8.  I will  appreciate  this  client  as  a person. 

1 2 3 4 5 6 7 

9.  This  client  and  I will  build  a mutual  trust. 

1 2 3 4 5 6 7 

10 . My  relationship  with  this  client  will  be  very  important 
him/her . 

1 2 3 4 5 6 7 

11.  This  client  will  have  some  fears  that  if  she/he  says  or 

does  the  wrong  things,  I will  stop  working  with  her/him. 
1 2 3 4 5 6 7 

12.  I will  respect  this  client  even  when  he/she  does  things 
that  I do  not  approve  of. 

1 2 3 4 5 6 7 

13 . I will  experience  more  anxiety  in  working  with  this 
client  than  is  typical  for  me. 

1 2 3 4 5 6 7 

14.  This  client  will  make  me  feel  guilty. 

1 2 3 4 5 6 7 

15.  I will  worry  about  this  client. 

1 2 3 4 5 6 7 

16.  This  client  will  make  me  angry. 

1 2 3 4 5 6 7 

17.  I will  look  forward  to  seeing  this  client  weekly. 

1 2 3 4 5 6 7 

18.  I will  probably  resent  the  extra  time  involved  in 

managing  this  client's  treatment. 

1 2 3 4 5 6 7 
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l=Strongly  Agree 


7=Strongly  Disagree 


19.  This  client  will  make  me  doubt  myself  at  times. 

1 2 3 4 5 6 7 

20.  I am  optimistic  about  the  probable  outcome  of  therapy 

with  this  client. 

1 2 3 4 5 6 7 

21.  This  client  was  referred  to  me  with  the  diagnosis  of 

(please  write  in) . 

22.  This  diagnosis  is  helpful  in  guiding  my  treatment  plan. 

1 2 3 4 5 6 7 

23.  Your  present  age:  years 

24.  Your  sex:  1.  Male 

2 .  Female 

25.  You  have  been  practicing  for  years  (include 

graduate  training) . 

26.  Please  approximate  the  number  of  client  contact  hours 
you  devote  to  psychotherapy  per  week: 

1 . None 

2 . 1-5 

3.  6-10 

4.  11-15 

5 . more  than  15 

27.  (OPTIONAL)  Your  additional  comments  regarding  your 
predictions  for  this  client  and/or  your  response  to  this 
survey  are  welcome: 


APPENDIX  B 

COVER  LETTER  FOR  MAILING  #1 


June  6,  1995 


Dear 


Current  issues  regarding  third-party  reimbursement  for  mental  health 
benefits  demand  that  clinicians  provide  support  for  the  effectiveness  of 
psychotherapy.  Therapy  is  often  viewed  by  the  layperson  as  a somewhat 
mysterious  process;  part  of  the  resistance  to  the  acceptance  of  therapy 
as  a valuable  treatment  may  stem  from  the  ambiguous  nature  of  the 
process.  Researchers  in  the  past  several  decades  have  methodically 
identified  some  elements  of  effective  psychotherapy,  often  using 
artificial  experimental  designs. 

This  current  study  is  an  attempt  to  further  delineate  the  process  of 
therapy  by  addressing  clinician  thought  processes  in  response  to  certain 
client  characteristics.  In  an  effort  to  approximate  the  "real  world"  of 
therapy,  we  are  asking  selected  psychologists  throughout  the  state  of 
Florida  to  respond  to  the  enclosed  questionnaire.  Because  your  name  was 
selected  to  represent  a large  sample  of  psychologists  in  your  geographic 
area,  your  response  is  essential  in  order  for  our  response  data  to  be 
considered  truly  representative.  In  pilot  studies,  this 
questionnaire  required  an  average  response  time  of  only  5 
minutes . 


You  may  be  assured  of  complete  confidentiality.  The  questionnaire  has 
an  identification  number  for  mailing  purposes  only.  This  is  so  that  we 
can  check  your  name  off  of  the  mailing  list  when  your  questionnaire  is 
returned.  Your  name  will  never  be  placed  on  the  questionnaire.  You  do 
not  have  to  answer  any  question  that  you  do  not  wish  to  answer.  Your 
completion  of  the  questionnaire  constitutes  your  agreement  to  allow  the 
University  of  Florida  to  use  the  results  for  teaching  and  research 
purposes . 

You  may  receive  a summary  of  results  by  writing  "copy  of  results 
requested"  on  the  back  of  the  return  envelope,  and  printing  your  name 
and  address  below  it.  Please  do  not  put  this  information  on  the 
questionnaire  itself. 
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I would  be  happy  to  answer  any  questions  you  might  have.  You  can 
contact  me  or  the  Project  Supervisor,  Dr.  Dorothy  Nevill,  at  (904)  377- 
0386  . 

Thank  you  very  much  for  your  assistance. 

Sincerely, 


Patricia  Calvert,  M.S.,  Doctoral  Candidate 
Project  Director 


APPENDIX  C 

POSTCARD  FOR  MAILING  #2 


June  13,  1995 

Last  week  a University  of  Florida  questionnaire  addressing  issues 
of  psychotherapy  was  mailed  to  you.  Your  name  was  randomly  selected  to 
represent  psychologists  in  your  geographical  area. 

If  you  have  already  completed  and  returned  it  to  us,  please  accept 
our  sincere  thanks.  If  not,  please  do  so  today.  Because  it  has  been 
sent  to  only  a small  but  representative  sample  of  Florida  psychologists, 
it  is  extremely  important  that  yours  also  be  included  in  the  study  if 
the  results  are  to  accurately  represent  the  responses  of  Florida 
psychologists . 

Thank  you  very  much  for  your  assistance. 


Patricia  Calvert 
Project  Director 
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APPENDIX  D 

COVER  LETTER  FOR  MAILING  #3 


June  27,  1995 


Dear  : 

About  3 weeks  ago  I wrote  to  you  seeking  your  opinions  in  response  to  a 
survey  of  psychotherapeutic  process.  As  of  today  we  have  not  yet 
received  your  completed  questionnaire. 

We  have  undertaken  this  study  because  of  the  belief  that  direct 
responses  of  clinicians  will  best  approximate  the  "real  world"  of 
psychotherapy.  It  is  our  hope  that  a better  understanding  of  how 
therapy  works  will  be  helpful  in  a variety  of  ways:  in  establishing 

firm  support  for  mental  health  benefits  in  the  medical  insurance 
community,  in  designing  training  and  continuing  education  programs,  and 
in  improved  patient  care. 

I am  writing  to  you  again  because  of  the  significance  each  questionnaire 
has  to  the  usefulness  of  this  study.  Your  name  was  drawn  through  a 
random  sampling  process;  your  response  is  essential  to  maintain  the 
representative  nature  of  the  results  of  this  study. 

For  your  convenience,  a replacement  questionnaire  is  enclosed. 

Your  cooperation  is  greatly  appreciated. 

Sincerely, 


Patricia  Calvert,  M.S.,  Doctoral  Candidate 
Project  Director 
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